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clot, producing hemostasis in a matter 

of seconds. Whether you spray, flood or dust it 
onto affected surfaces, THROMBIN TOPICAL 
helps control capillary bleeding in abdominal 
surgery, brain and bone surgery, skin grafting, 
nose and throat operations, prostatic surgery, 
dental extraction, bleeding incident to drainage, 
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operative procedures. 
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of sterile isotonic saline diluent. Also available in a package 
containing three vials of THROMBIN TOPICAL 
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Pheochromocytoma 


M. EuGENE FLIipse, M.D. 
MIAMI 


Interest in the physiologically active tumors of 
chromaffin tissue is currently high because of the 
improved technics for their diagnosis and manage- 
ment. These tumors, the pheochromocytomas of 
the adrenal medulla and the paragangliomas of 
the sympathetic nervous system, are usually 
designated collectively as pheochromocytomas. 
They are as a rule histologically benign but 
physiologically malignant because of their con- 
intermittent secretion of excess 
amounts of epinephrine (adrenalin) and_nor- 
epinephrine (arterenol). Although clinical experi- 
ence, diagnostic acumen and a high index of sus- 
picion might lead one to believe that a clinical 
problem could be explained on the basis of the 
hemodynamic and metabolic effects of these pres- 
sor amines, proof usually depends upon the results 


tinuous’ or 


of various pharmacologic tests. 


Paroxysmal Hypertension 


The best known manifestation of pheochromo- 
cytoma is the adrenal sympathetic syndrome 
which is caused by the sudden outpouring of 
epinephrine and norepinephrine. It is character- 
ized by a sudden rapid rise in blood pressure 
associated with tachycardia, great anxiety, head- 
ache, pallor particularly of the face, numbness, 
tingling and coldness of the hands and feet, some- 
times nausea and vomiting, and pain in the 
epigastrium or substernal areas, usually followed 
by excessive perspiration. This syndrome rarely 
may occur in the absence of pheochromocytoma 
as a result of a centrally initiated generalized 
discharge of the sympathoadrenal system in pa- 
tients with either an overwhelming anxiety state 
or neoplasms in the hypothalamic region. 


Read before the Florida Medical Association, Seventy-Ninth 
Annual Meeting, Hollywood, April 27, 1953. 





Clinical diagnosis of the intermittently func- 
tioning pheochromocytoma would be relatively 
easy if the complete adrenal sympathetic syn- 
drome were usually present, but atypical, in- 
complete syndromes predominate. Not infre- 
quently the chief symptoms are localized, rather 
than generalized, suggesting a single system dis- 
order rather than one produced by a humoral 
mechanism. Thus headaches, vertigo, blindness, 
aphasia, loss of consciousness, or convulsions 
might suggest migraine, histamine cephalgia, brain 
tumor, epilepsy or cerebral vascular accident; 
hypertension, palpitation, tachycardia, substernal 
pain, pulmonary edema or cardiac arrhythmias 
might suggest primary cardiac disease; and nau- 
sea, vomiting and abdominal pain might suggest 
tabetic crisis, peptic ulcer or other intra-abdomi- 
nal disease. 

Difficulty may arise in the evaluation of pa- 
tients who ultimately prove to have anxiety states, 
hysteria or cardiac neurosis, or who are in meno- 
pause, particularly if they have an unrelated 
sustained or paroxysmal hypertension, for these 
patients frequently describe a wide variety of 
attacks or spells often having some features in 
common with the adrenal sympathetic syndrome. 
Neuropsychiatric evaluation may be advisable in 
this group, for patients with pheochromocytoma 
have been incorrectly classified as neurotics, and 
yet neurotics may have a pheochromocytoma. 
Surgical exploration should probably never be 
resorted to in these neurotic patients unless there 
is first an unequivocally positive response to one 
of the pharmacologic tests, for numerous explora- 
tions giving negative results have been carried 
out in this type of patient on the basis of the 
clinical features even though the reactions to all 
pharmacologic tests were negative. 
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Finally it must be remembered that there may 
be great fluctuation in the blood pressure of 
patients with essential hypertension, nephritis, 
eclampsia and the diencephalic hypertension de- 
scribed by Page. 


Sustained Hypertension 


It has recently been emphasized that pheo- 
chromocytomas may produce a clinical picture 
indistinguishable from that of either benign or 
malignant essential hypertension.! Since the 
hypertensive-cardiovascular disease of pheo- 
chromocytoma can usually be completely cured 
by the surgical removal of the tumor, every pa- 
tient with sustained hypertension should be 
screened for this condition by means of pharma- 
cologic tests, 


If the routine testing of all patients with sus- 
tained hypertension is not considered feasible, 
certainly all patients who have hypertension of 
any magnitude or who show evidence of vascular 
damage in the retina, brain, heart or kidneys or 
who are to be subjected to the hazards and/or in- 
conveniences of surgical, dietary or newer drug 
therapy, should be screened for pheochromo- 
cytoma. Furthermore, since the first manifes- 
tation of these tumors may be a sudden hyper- 
tensive crisis followed by collapse and even death 
during the induction of anesthesia or the per- 
formance of even minor surgery, their presence 
should be excluded before one undertakes non- 
emergency surgery in any hypertensive patient. 


The possibility of finding a pheochromo- 
cytoma is significantly increased in patients hav- 
ing hypertension associated with a wide variety 
of other conditions such as vasomotor attacks, ex- 
cessive perspiration, low grade fever, glycosuria 
and/or hyperglycemia, the neurocutaneous syn- 
dromes? of multiple neurofibromatosis (von 
Recklinghausen’s disease) or multiple hemangio- 
blastoma (von Hippel-Lindau disease) and es- 
pecially hypermetabolism without hyperthyroid- 
ism as evidenced by an elevated basal metabolic 
rate with normal serum levels of protein-bound 
iodine and/or normal radioactive iodine uptake 
by the thyroid gland. 


Unfortunately many patients with sustained 
hypertension due to pheochromocytoma present 
nothing clinically to suggest the diagnosis. All 
hypertensive patients, therefore, should be 


screened by pharmacologic tests. 
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Pharmacologic Tests 


Since actual chemical and biologic assays of 
blood and urine for increased amounts of epineph- 
rine and norepinephrine are as yet not prac- 
ticable, the pharmacologic tests for pheochromo- 
cytoma are indirect tests. These indirect tests 
are divided into two groups, the provocative or 
pressor tests and the blocking or depressor tests. 

Since the interpretation of all of the tests in 
both groups depends nearly completely upon ob- 
served changes in blood pressure, every effort 
should be made to insure absolute accuracy of the 
blood pressure readings and to eliminate the 
sometimes profound effects of extrinsic influ- 
ences upon the blood pressure and its response to 
various stimuli. All medications which might in- 
fluence the cardiovascular system and its re- 
actions, either directiy or indirectly through 
peripheral or central action, should be omitted for 
a sufficiently long period to insure their complete 
elimination from the body. Others have em- 
phasized that all narcotics and sedatives should 
be avoided for at least 24 hours preceding the 
tests and that after potassium thiocyanate 
therapy the tests should be deferred until the 
serum levels of the drug have fallen to the level 
for normals in the particular laboratory.*:4 It is 
probable that the newer hypotensive agents, hexa- 
methonium, apresoline® and the hydrogenated 
ergot derivatives as well as a program of rigid 
sodium restriction could interfere with these tests; 
so their possible influence should be specifically 
excluded. Whenever possible the omission of all 
but life-essential medications such as insulin and 
digitalis for at least several days and preferably 
a week is strongly recommended, for many pa- 
tients do not know the name or nature of their 
numerous medications. 

The tests should be performed in a quiet, 
darkened room with the patient supine on a com- 
fortable bed. After an initial resting period of 
20 minutes, blood pressure readings are taken at 
five minute intervals until stable readings are 
obtained. During this initial period efforts should 
be made to gain the patient’s confidence and allay 
all his fears. Just prior to the performance of 
any test, the technic of the test and the sequence 
of the side effects, if any, should be explained 
to the patient. When a drug is to be administered 
intravenously, the needle should be inserted into 
the vein, but the injection of the drug should 
be delayed until repeated determinations of the 
blood pressure show that the nearly inevitable 
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pressor effect of the needle puncture has sub- 
sided. 

The provocative or pressor tests depend upon 
the sudden release of pressor substances with re- 
sulting elevation in blood pressure and precipi- 
tation of an attack by stimulation of the tumor 
with histamine, tetraethylammonium chloride or 
bromide (TEAC, TEAB or etamon®) or metha- 
choline (mecholyl®, acetyl-B-methyl choline). 

The provocative tests are indicated in three 
groups of patients: those with undiagnosed spells 
or attacks, those with paroxysmal hypertension 
and those with sustained hypertension but with 
the basal blood pressure in the lower hypertensive 
range, arbitrarily set at below 170 mm. of mer- 
cury systolic and 110 diastolic by the Mayo 
Clinic group.5-6 They are rarely indicated in 
patients with sustained basal blood pressures 
above this level, for experience has shown that 
under these circumstances, false negative results 
are not uncommon, possibly because of the in- 
ability of the tumor to increase further its pro- 
duction or release of pressor substances.7 The 
results of provocative tests are usually considered 
positive if the administration of the drug is fol- 
lowed by a greater increase in blood pressure than 
was obtained just previously, during the standard 
cold pressor test. It should be remembered, how- 
ever, that the cold pressor test is merely an effort 
to obtain a standard, but not necessarily maximal, 
stimulus for measuring vasomotor reactions® and 
that psychic or painful stimulation may at times 
cause a greater rise in blood pressure than the 
cold stimulus. One should therefore be hesi- 
tant in calling the reaction to a provocative test 
positive when the blood pressure rise only slightly 
exceeds the cold pressor response, especially if 
clinical manifestations of hyperepinephrinism are 
absent, for this type of response has been noted 
in patients who are neurotic or hypersensitive to 
pain as a result of the psychic or painful stimuli 
from the side effects of the pharmacologic agents 
used.® 

One no longer néed be fearful of the ex- 
cessive hypertension and severe symptoms some- 
times observed with a positive reaction to a pro- 
vocative test, for the induced as well as the 
spontaneous attacks can usually be rapidly ter- 
minated or at least greatly subdued by the intra- 
venous administration of one of the adrenergic 
blocking agents, regitine® or piperoxan, which 
should be kept readily available during the per- 
formance of these tests. 
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The cold pressor-histamine test is the most re- 
liable and most widely used of the provocative 
tests.6-19 Although its use is associated with 
flushing and a sensation of warmth and is fre- 
quently followed by headache of varying severity, 
it is a safe test if an average amount of care is 
observed in its performance. The technic is as 
follows: 


The patient is put to bed in a supine position 
in a quiet, darkened room for at least 20 minutes 
and until blood pressure determinations at five 
minute intervals show that the blood pressure 
has stabilized at a basal level. One hand is im- 
mersed to a level above the wrist in ice water of 
4 to 5 C. for one minute. The blood pressure is 
determined immediately before the exposure to 
cold and every 30 seconds for the next several 
minutes to detect the maximal rise and then at 
five minute intervals until it has returned to its 
basal level. From 0.025 to 0.05 mg. of hista- 
mine base in 0.25 to 0.50 cu. ml. of solution is 
injected instantaneously into an anticubital vein 
from a tuberculin syringe after the pressor effect 
of the needle puncture has subsided. The blood 
pressure is followed at 30 second intervals for five 
minutes and at one minute intervals for another 
five to 10 minutes. 


Great care should be taken in the calculation 
and measurement of the histamine dose to avoid 
either massive overdosage or inadequate dosage, 
for histamine is available in a wide range of 
concentrations which are frequently expressed in 
terms of histamine salts rather than histamine 
base. Roth* emphasized that if a definite drop 
in blood pressure is not observed 30 seconds after 
the administration of the histamine, the histamine 
probably was not given intravenously but into the 
tissues. Such tests should be considered unsatis- 
factory and should be repeated after the blood 
pressure has returned to its basal level. 


The results of the test are usually considered 
positive if the rise in blood pressure within the 
first two minutes after the injection of the his- 
tamine is greater than that obtained with the 
cold pressor test. 

False positive reactions can be expected with 
distressing frequency if sedatives, narcotics or 
vasodepressor drugs have been given preceding the 
test, for they may greatly inhibit the pressor re- 
sponse to cold without comparably influencing the 
blood pressure response to histamine, pain or 
psychic stimuli. Furthermore, to quote Roth, 
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Dockerty and Hightower:* “In a few patients 
with labile blood pressure who are so sensitive to 
histamine that a severe headache immediately 
follows its administration, the rise in blood pres- 
sure two minutes after a dose of histamine may 
be equal to or slightly greater than the rise dur- 
ing the cold pressor test. Furthermore, in a few 
other patients when the headache is very severe, 
the rise in blood pressure may be greater four to 
six,minutes after the administration of histamine 
than two minutes after it. This late rise does 
not indicate the presence of a tumor but rather 
is due to the pain of the headache.” 

False negative results have been most infre- 
quent, but they have occurred. Consequently, if 
the results of the test are doubtful or negative 
when the clinical evidence is strongly suggestive, 
the test should be repeated with the 0.05 mg. 
dose, or one or more of the other drugs should 
be used. 

The tetraethylammonium chloride or bromide 
test is performed by the intravenous administra- 
tion of 200 to 400 mg. of either of these drugs 
over a two to four minute period. The same 
precautions and technics used in the cold pressor- 
histamine test to insure basal conditions and to 
eliminate interfering agents should be employed, 
for this test has the same basis and the same 
criteria for a positive result although the rise in 
blood pressure may be somewhat more retarded 
and prolonged than with the histamine. The 
chief side effect is postural hypotension, but to 
this feature is ascribed the one advantage to the 
test, namely, that the dangerously high levels of 
blood pressure obtained in a test giving positive 
results could be controlled by having the patient 
sit up or stand. With the availability of the 
adrenergic blocking agents this type of safeguard 
is no longer necessary. In view of the high per- 
centage of both false positive and false negative 
results reported in the literature, this test is 
definitely inferior to the histamine test. 

The mecholyl® test is performed by injecting 
10 mg. of mecholyl® subcutaneously, not intra- 
venously, and observing the blood pressure every 
minute for 30 minutes. Again the same precau- 
tions and technics used in the cold pressor-hista- 
mine-tetraethylammonium chloride tests should be 
employed. A rise in blood pressure greater than 
that of the cold pressor test within 30 minutes 
after the administration of the mecholyl® is con- 
sidered a positive reaction. This test has never 
been popular or extensively used except in one 
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medical center'! because of the associated un- 
pleasant and sometimes alarming reactions re- 
sulting from stimulation of the parasympathetic 
nervous system end organs. The symptoms in- 
clude dyspnea, wheezing, flushing and the urge to 
defecate or urinate. The incidence and severity 
of these side effects have been decreased but not 
eliminated by decreasing the dose of mecholyl® 
from the initially recommended dose of 25 mg. to 
the present dose of 10 mg. One should always be 
prepared to control the side effects of this test 
by the intravenous administration of 1 mg. (1/60 
grain) of atropine sulfate should their severity 
make this obligatory. The subcutaneous admin- 
istration of this amount of atropine sulfate before 
the administration of the mecholyl® has been sug- 
gested as a method of minimizing the para- 
sympathetic side effects, for their blockage ap- 
parently does not block the stimulatory effect of 
the mecholyl® on functional chromaffin tissue. 
Reported experience with this test is limited, but 
it is claimed that false positive results are non- 
existent, although there have been several false 
negative results in patients proved to have pheo- 
chromocytoma. 

The blocking or depressor tests depend upon 
the more or less specific adrenergic blocking action 
that drugs such as piperoxan (2-(1-piperidylme- 
thyl)-1, 4-benzodioxan, 933F or benodaine®), 
regitine® (2-(N-p-tolyl-N- |m- hydroxypheny] |- 
aminomethyl)- imidazoline hydrochloride — or 
C-7337) and dibsnamine® (N, N-dibenzyl-B- 
chloroethylamine) have on circulating epineph- 
rine, norepinephrine and related substances as 
manifest by a prompt and significant fall in 
blood pressure in patients with sustained hyper- 
tension due to these pressor amines. The ideal 
drug for this type of test would be one which is 
easy to administer, nontoxic and of absolute 
specificity, that is, having little or no depressor 
effect in hypertensicn of other origins. Unfortu- 
nately, to date no such drug is available, and the 
agents listed here either lack absolute specificity 
(regitine®) or are potentially toxic (piperoxan) 
or both (dibenamine®). 

Blocking tests are only indicated in patients 
with sustained hypertension with higher basal 
blood pressure levels, that is, above 170 systolic 
and 110 diastolic, and are not helpful if the 
hypertension is paroxysmal or below this level. 

Although regitine® has had a much shorter 
period of clinical trial and is definitely a less spe- 
cific adrenergic blocking agent than piperoxan, it 
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is already considered the best drug to be used in a 
screening test for pheochromocytoma in patients 
with significant sustained hypertension for it is 
both safer and pleasanter for the patient.>-!2-16 
It is free of all side effects except a moderate 
increase in pulse rate and occasionally a mild 
sensation of warmth with minimal flushing of the 
skin. It does not produce the sometimes ex- 
cessive elevation in blood pressure and associated 
alarming and potentially dangerous sequelae fre- 
quently encountered in patients with essential 
hypertension after the administration of piper- 
oxan. The intravenous rather than the intra- 
muscular regitine® test is strongly recommended 
for in the critical evaluation of these tests by 
Gifford, Roth and Kvale,® false negative re- 
sults were observed only with the intramuscular 
test. The technic of the intravenous test is as 
follows: After the patient’s blood pressure has 
reached basal levels and the pressor effect of the 
needle puncture has subsided, 5 mg. of regitine® 
in 1 cu. ml. of solution is injected instantane- 
ously into an anticubital vein. The blood pres- 
sure is recorded every 30 seconds for three min- 
utes and then every minute for seven minutes 
longer. 

The criterion for a positive reaction is a drop 
in blood pressure within the first two minutes 
that exceeds 35 mm. of mercury systolic and 25 
diastolic, or from hypertensive to normotensive 
levels, that is, to less than 140 mm. systolic and 
90 diastolic. The drop to normotensive levels is 
only significant if the basal blood pressure is 
greater than 170 mm. systolic and 110 diastolic, 
for false positive results are frequent if the basal 
blood pressures are below this level for a fall in 
blood préssure of as much ‘as30 mm. systolic and 
20 diastolic is frequently observed in patients with 
hypertension due to causes other than pheochro- 
mocytoma.5 False positive. results are also ob- 
served in uremia, after sedation’ and although 
not yet reported might be expected from poten- 
tiation of the regitine® effect by various hypo- 
tensive drugs or diets: If more than 5 mg. of 
regitine® is used a decided drop in blood pressure 
may occur in pgtients with hypertension of var- 
ious etiologies, for the margin between the 
adrenolytic and the peripheral sympatholytic 
dose of regitine® is narrow. An overlap of these 
two actions of regitine® in certain patients may 
be the basis of the otherwise unexplainable false 
positive results occasionally observed. Because 
of the possibility of a false positive result, all 
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positive reactions should be checked with piper- 
oxan, one of the provocative tests, or both. 
Piperoxan, for several years the only adren- 
ergic blocking agent of any clinical value, has a 
high specificity, and to date only one false posi- 
tive response not explainable on the basis of 
uremia or prior sedation has been reported among 
the thousands of piperoxan tests performed. Un- 
fortunately, in certain patients with hypertension 
not due to pheochromocytoma, its injection has 
been followed by an alarming increase in blood 
pressure sometimes associated with the clinical 
pictures of hypertensive encephalopathy, pul- 
monary edema or acute coronary insufficiency. 
In addition, the more frequent but merely annoy- 
ing symptoms of tachycardia, nervousness, cold 
and clammy extremities, hyperpnea, apprehension, 
dizziness and warmth combine to make this drug 
less suitable than regitine® for a screening test. 
It should be emphasized that these undesirable 
reactions are not observed in patients with hyper- 
tension due to pheochromocytoma, and so its use 
as a verification test is justified. A negative re- 
action to a piperoxan test, however, does not 
exclude the presence of a pheochromocytoma for 
false negative results have been reported with 
surprising frequency. These false negative re- 
sults have been explained by conflicting 
theories, either that the persistent hypertension 
may result from the intermittent secretion of 
pressor amines which were not present in excess at 
the time the tests were performed or that, be- 
cause of its toxicity, not sufficient piperoxan can 
be given to block the excessively large amounts 
of circulating pressor amines postulated as being 
present at the time the tests were performed.® 
The original technic for the piperoxan test is 
as follows: With the patient supine, a slow in- 
travenous drip of dextrose in water or normal 
saline is started into an arm vein through a three 
way stopcock. After the blood pressure has 
stabilized, the piperoxan in a dose of 0.25 mg. 
per kilo of body weight or 10 mg. per square 
meter of body surface is injected into the vein 
through the three way stopcock in a two minute 
period. During this period and for the next three 
minutes, the blood pressure is determined every 
30 seconds and then every minute for 10 minutes 
longer. The pressure readings are plotted against 
time in minutes on graph paper. A test giving 
positive results is indicated by the finding of 
greater areas below the preinjection base line 
The technic has been modified 


two 


than above it. 
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by use of the direct intravenous injection from 
a syringe to eliminate the intravenous drip and by 
the stopping of the injection at once even before 
the calculated dose has been given should the 
blood pressure start either to rise or fall pre- 
cipitously. A significant drop in blood pressure, 
of the same order of magnitude as for a regitine® 
test giving positive results, within four minutes 
after the completion of the injection is considered 
a positive result. 

Dibenamine® no longer has any place in the 
diagnosis or management of pheochromocytoma 
now that regitine® and piperoxan are available, 
for it is less specific, longer acting and has serious 
local and systemic toxicity. 

Space does not permit a discussion of the 
problems of localization of the site or sites of the 
widely distributed and sometimes multiple tumors, 
of their surgical management or of the vital role 
that drugs have in the control of hypertensive 
crisis during surgery and of postoperative col- 
lapse. Many of these aspects, however, will be 
covered in the discussion that follows or in cer- 
tain of the references,!9-13-15 particularly the 
monograph by Aranow.! 


Conclusion 


An effort is made to show when pharmacologic 
tests for pheochromocytoma should be performed, 
what tests should be used, and the pitfalls and 
limitations of the various tests. Although the 
results of these tests are not always easy to in- 
terpret and although no one single test is always 
completely reliable, their over-all accuracy is such 
that surgical exploration is rarely indicated on the 
basis of the clinical picture alone and in the face 
of negative results of a battery of properly per- 
formed tests. 
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Discussion 


Dr. WALTER C. Jones, Miami: I think Dr. Flipse has 
made an excellent presentation of this subject from a 
diagnostic standpoint. I will not attempt to go into it 
from that phase, but will take it up more from the sur- 
gical aspect. I want to emphasize first that this is one 
of the most dramatic conditions with which a surgeon 
is faced and necessitates complete cooperation between 
the clinician, the surgeon and the anesthetist. 

In our first case, which occurred about four years ago, 
we were quite at a loss. At that time there had been 
little written as to the type of incision. We studied all 
the material that was available and finally arrived at the 
conclusion that the best approach was through the ante- 
rior transverse incision. I think that has been pretty 
well recognized now as the type that is most often used. 
One can cut one or both recti muscles without any 
hesitancy. This incision gives ample exposure to both 
suprarenal glands and to the nodes along the aorta. Its 
value is that one is able to explore other sources of this 
chromaffin type of material through this incision whereas 
a posterior approach would limit one to the suprarenal 
gland on either side, necessitating a double incision rather 
than one incision. In the exploration I think it is impor- 
tant. I have found it so. It is difficult for me by superfi- 
cial palpation alone to determine whether or not a small 
nodule is present in a suprarenal gland. A pheochromo- 
cytoma is rather soft and of such consistency that by 
palpation over the pole of the kidney it is most difficult 
for me to determine whether or not a tumor is present. 
I have found it helpful to make a little incision along 
the lateral border of the kidney and place my finger be- 
hind the kidney. In that way obtaining the gland in 
between two fingers, I can easily determine whether or 
not the suspected material has a tumor in it. 

In the first case of our 2 cases, the patient was a white 
female aged 47. She was the hypertensive type, main- 
taining a pressure of around 200 to 220 mm. of mercury 
with acute exacerbations. As Dr. Flipse has brought out, 
at that time we did not have piperoxan hydrochloride 
or regitine®, as this case occurred approximately four 
years ago, but benzodioxane was used, and the tests 
with this drug gave positive results. This is a beautiful 
example of what I like to think of as the chronic type 
of case, or the hypertensive case in which the operative 
course was even more dramatic than in our other case. 
As the slide shows, the patient went on the table with a 
blood pressure of 200 mm. systolic and 120 diastolic. 
Induction of anesthesia was begun with a pressure of be- 
tween 135 and 190 mm. The intratracheal tube caused 
little disturbance. The operative procedure was begun 
with the blood pressure between 160 and 128 mm. Dur- 
ing the exploration, manipulation of the gland resulted 
in the blood pressure rising to 280 mm. over 180. There 
it was maintained fairly well until with dissection it began 
to show a little drop, and immediately upon excision and 
removal of the gland, it dropped to nothing. For about 
two or three minutes the medical men and the anesthetist 
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fought valiantly to restore it. Eventually it came back 
to around 130 mm., but the blood pressure had to be 
watched closely for the subsequent 48 hour period. We 
kept a medical resident on this case with observation 
every two to three minutes for the first 48 hours, and the 
pressure was maintained with the proper pressor drugs. 


That is what I like to think of as the crisis type of 
case. This slide shows another type. In this hypotensive 
type, the patient was a young man about 28 to 30 years 
of age who had been most active up until the last six 
weeks before his exacerbations came on. Hypotension 
was maintained to a great extent, although the pressure 
was slightly elevated — 140 mm. over 80 — but the results 
of pressor tests and histamine tests were positive. His 
chief complaint was excessive and unbearable headaches. 
The exacerbations could not be controlled even by the 
opiates, and the use of the pressor tests and the histamine 
tests brought on these exacerbations. He went on the 
table with a fairly stable blood pressure, and there was 
nothing unusual about it except during the course of 
manipulation of the gland. Here is brought out what 
I said a moment ago. We explored the right gland, and 
at first on superficial palpation I thought there was a 
tumor in it, but on opening the capsule and exploring 
with the gland between the fingers I found that the right 
gland was not involved. There was no gland along the 
aorta that I could find. So we opened the capsule on the 
left gland, and after getting the gland between the fingers 
there was no difficulty at all in determining the presence 
of the tumor. During this manipulation the pressure was 
250 mm., which represents one of the acute exacerbation 
stages characterizing such cases. When ligation of the 
vessels was begun, the pressure began to drop off. With 
the gland removed, it went down by lysis rather than 
crisis, in contrast to the other case. I do not know 
whether that is typical of this particular type of case or 
whether it was because we had the pressor drugs a little 
more perfected at this time and were able to reduce the 
pressure more gradually than we were with the previous 
case in which the drug was not quite so well perfected. 
The blood pressure was easily stabilized and maintained 
with much less difficulty than in the previous case. In 
both of these cases, one occurring four years ago and one 
approximately two years ago, the patients returned to 
normal life and have had an uneventful course up to 
this time. Incidently, they are the most grateful type of 
patients that we have. 


This slide shows the gland uncut in the first case, the 
chronic hypertensive case. This is the tumor with some 
normal gland tissue lying in here. We do not hesitate to 
remove the suprarenal — in fact, it is almost necessary to 
do so. I do not think we could dissect the tumor out 
without taking the gland. I cannot. Maybe Dr. Cahill 
can, 


In this slide of the cut section the tumor and the 
remains of the normal suprarenal gland are shown. The 
microscopic slides show the excessive amount of chro- 
maffin material throughout these tumors, and even in the 
second case there were blood vessels in which the chro- 
maffin cells were lying pooled within the vessels. As Dr. 
Flipse said, it is most difficult histologically to determine 
whether these lesions are benign or malignant because 
there are cells circulating in the blood vessels themselves. 
This first case did not show such cells. This was the 
chronic type of case, the one with the excessive hyperten- 
sion, but it illustrates the excessive amount of chromaffin 
material. 
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This next slide is similar, again showing the excessive 
amount of chromaffin material throughout this gland. 
It shows the norepinephrine secretions. 

In this high power view the type of cells may be seen. 
They are benign, but they certainly worry the patholo- 
gists when they first look at them if they have not had 
some experience with them. 

I greatly enjoyed Dr. Flipse’s discussion of this sub- 
ject. The surgeon encounters no more interesting type 
of case, and again I insist that it demands close cooper- 
ation between the clinician, the anesthetist and the 
surgeon. 


Dr. Georce F. Canitt, New York (by invitation): 
It is a pleasure to have heard and to be in accord with 
Dr. Flipse and Dr. Jones. It might be interesting to 
elaborate upon a few points which they did not have 
time to emphasize. 

The outstanding symptom of pheochromocytoma is 
hypertension. Of all the patients seen with high blood 
pressure who might have a pheochromocytoma, the tumor 
might be in patients who firstly have some sort of 
paroxysms; secondly, sweating is always associated with 
the paroxysms; thirdly, there will be hypermetabolism; 
fourthly, there will occur a high percentage of glycosuria 
and elevated blood sugar. In a patient with hyper- 
tension having these four indications the possibility of 
pheochromocytoma should be considered. 

In such a case how does one prove that a tumor is 
present? The tumor produces an excess of epinephrine 
and norepinephrine, both pressor catechols, and they are 
secreted, either continuously or intermittently. Estima- 
tion of the amount of these catechols in the blood is 
possible, but since they are secreted in the urine at those 
times, it is possible to identify the catechols and the 
amounts in the urine. The amounts, normally and in 
essential hypertension, are known, and in tumor the 
amount is a great excess over that of either of the for- 
mer two and at present is the most accurate diagnostic 
test for tumor. 

Once the amount of the catechols in the urine deter- 
mines the presence of a tumor, it is necessary to locate 
the site of the tumor. This has been best determined by 
the use of retroperitoneal gas insufflation. At first we 
used perirenal injection. At present presacral injection 
has its wave of enthusiasm. The tumors may be located 
by angiograms, but personally to date I have not found 
them as accurate as the retroperitoneal air insufflations. 
These tumors are of especially low specific density and 
often they may be overlooked because they outline as 
cysts and not like the denser cortical adrenal tumors. 

Once the tumor is located, it must be realized that in 
16 per cent of the cases there may be multiples and about 
5 per cent prove to be malignant. It is our custom, be- 
cause of the possibilities of multiple tumors, to explore 
by a transverse upper abdominal incision. Through this 
incision all the possible sites in the abdomen may be 
explored, and if tumors are present, they may be removed. 
In the operative procedure two supporting drugs are 
necessary. At present the best drug to handle the opera- 
tive paroxysms is regitine,® and secondly, after the tumor 
is removed, it is necessary to use norepinephrine to sus- 
tain the blood pressure. The norepinephrine infusion 
may be continued for 24 hours to maintain blood pres- 
sure stability. We have studied and operated upon 19 
of these tumors; 8 in the right adrenal, 3 in the left, 2 
in between the vena cava and the aorta, 2 on the right 
side just above the head of the pancreas, 2 in Zucker- 
kandl’s body, 1 in the lower left splanchic area and 1 
in the chest. 
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The Use of Insulin in Diabetes 


H. Puitiie Hampton, M.D. 
TAMPA 


This has been said to be the medical era of 
wonder drugs, and the future is bright with 
promise of more powerful chemical agents to com- 
bat infection, destroy malignant discase and _in- 
fluence metabolism. None of the recent discov- 
eries, however, has surpassed insulin in its spec- 
tacular effect on the medical world 30 years ago. 
Insulin immediately saved thousands of lives and 
permitted those doomed to an early death to live 
a normal life and a full span of years. 


,the use of insulin in the treatment of dia- 
betes. did not replace the necessity of an intelli- 
gent approach to the disease and did not permit 
neglect of other considerations in the treatment 
of diabetes; nor did it diminish the importance of 
accurate diagnosis. Neither should the more re- 
cently discovered chemotherapeutic agents; ex- 
perience will teach physicians to administer them 
more cautiously and with more specific intention. 

Insulin was found to be a two-ecged sword 
capable of doing great harm as well as great good, 
which is also true of the more recently discovered 
chemical agents. In order for insulin to be of 
benefit to the patient, it must be used as a cal- 
culated part of an over-all plan of treatment. 
The diabetic patient must consciously control a 
vital humoral balance which normally is auto- 
matically controlled. 

Undoubtedly there is more than one cause for 
this loss of automatic control and, therefore, 
more than one kind of diabetes. Each patient 
with diabetes must be handled as an individual 
problem, .but the basis of medical care for all 
diabetic patients is education about their disease 
and its control. 

In order to acquaint the diabetic patient with 
his problem, I frequently compare the normal 
automatic homeostatic control of the blood sugar 
level in the body with a thermostaticaliy operated 


‘ 
Read before the Florida Medical Association, Seventy-Ninth 
Annual Meeting, Hollywood, Apri] 28, 1953. 


furnace designed to keep a constant temperature 
in the house. 

Sugar derived from the digestion of food is 
absorbed into the blood stream anil, therefore, 
after a meal, the blood sugar concentration in- 
creases. In the normal, this is the automatic 
signal for secretion of insulin from the pan- 
creas into the blood stream, and the insulin then 
permits sugar to leave the blood and enter liver 
and muscle cells where it can be used, thus re- 
turning blood sugar concentration to its previous 
fasting level. 

Similarly, as the temperature of a house be- 
comes colder, the thermostat will automatically 
turn on the furnace, which will return the room 
temperature to the desired level. The furnace 
may fail to return the temperature to the proper 
level either because its fuel supply is exhausted 
or because of a defect in the thermostat mechan- 
ism. The patient may have an abnormally high 
blood sugar either because the insulin supply 
becomes exhausted or the control of the insulin 
supply is defective. In the latter instance there 
are rapid frequently unaccountable fluctuations 
of blood sugar, and the diabetic condition is much 
more difficult to control. 

Insulin is required 24 hours a day whether 
food is ingested or not. Most diabetic patients 
continue to have some insulin of their own avail- 
able and require only to have this supply sup- 
plemented. In order to provide the release of 
insulin throughout 24 hours, the regular or 
crystalline insulins which last only four to eight 
hours after subcutaneous injection have been 
combined with various molecules to delay the 
release of insulin from the site of injection. 
Effects of a single injection of protamine zinc 
insulin persist for from 24 to 40 hours and are 
slow in onset. Globin insulin and NPH insulin 
injections last from 18 to 30 hours and are more 
rapid in onset but not nearly so rapid as un- 
modified insulin. 
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Diabetic Diet Plans 

In order to determine the type and amount of 
insulin the patient will need, it is necessary first 
to establish the amount of food he will require for 
health and work, and when it will be eaten. 
Physical exertion and sickness will also modify 
the requirement for insulin. 

If the patient will not follow a constant daily 
diet pattern, it is impossible to control carefully 
his diabetic condition and useless to attempt to 
regulate carefully the insulin dosage. Then, as a 
last therapeutic resort, insulin can be administered 
in an amount sufficient to prevent diabetic coma 
and permit glycosuria. Complications of diabetes 
have been observed to be far more common among 
diabetic patients who follow this regimen. 

Probably more patients with diabetes would 
observe a daily diet plan if more time had been 
given to determining the patient’s dietary needs 
and idiosyncracies and the diet prescription had 
not been so rigid. The Exchange Diet booklets 
prepared by the American Diabetes Association 
provide a practical means of instruction and ob- 
serving diabetic diet without requiring 
that food be weighed. 

Most elderly patients who have diabetes do 
not require insulin for its control, and almost all 
obese patients would be better off without insulin 
in that they usually have the disease in mild form 
and administration of insulin tends to perpetuate 


plans 


their obesity. 

Those diabetic patients given restricted car- 
hohydrate diets will require insulin if there is not 
nroper control when they adhere to the required 
diet. In the majority of those requiring insulin, 
control is maintained with a single injection of 
NPH or globin insulin one hour before breakfast. 
With the patient following a constant dietary 
plan, the amount of insulin can gradually be in- 
creased until fasting and midafternoon blood 
sugars are below 140 mg. per hundred cubic 
centimeters. If hypoglycemic reactions occur in 
the midafternoon and the fasting blood sugar re- 
mains high, a milk and bread exchange can be 
taken from the breakfast and eaten in the mid- 
If nocturnal reactions occur, a similar 
taken from and eaten at 


afternoon. 
ration can be lunch 
bedtime. 

Some patients require more rapid action in the 
morning to prevent a late morning hyperglycemia, 
which may be provided by adding regular insulin 
to NPH in small amounts or to protamine zinc 
or 3:1 administered 15 


insulin in ratios of 2:1 
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minutes before breakfast in one injection. If even 


more rapid effect is required, the regular insulin 
may be administered by separate injection. Oc- 
casionally in addition to the morning injection an 
additional small dose of regular insulin will be 


required at supper time. In a few patients the 


diabetic condition is best controlled by divided 
doses of NPH or globin insulin before breakfast 
and supper. 
Conclusion 

To determine the best insulin dosage for the 
individual diabetic patient requires careful ob- 
servation on a controlled daily diet with frequent 
tests of the urine for sugar by the patient and 
occasional blood sugar concentration examinations 


by the doctor. Subsequently the daily insulin 


dosage will require variation. 

In order to encourage more diabetic patients 
to follow principles which will control their ab- 
normal carbohydrate metabolism, it is important 
not to overcomplicate the methods of control. 
Contrarily, oversimplification will lead to laxity of 
control and increased complications. The use of 
insulin provides a means by which diabetic pa- 
tients may be guided to a healthy, full life by in- 


telligent medical management. 


706 Franklin Street. 
Discussion 

Dr. Ricuarp H. Sinpen, St. Petersburg: I want to 
thank Dr. Hampton for his excellent coverage of a dif- 
ficult subject and one that he covered extremely well in 
the short time allotted him. There are two points I 
should like to say a little more about. 

One is with regard to the obese young diabetic patient. 
I am not sure there is any such person as a “mild dia- 
betic” for in all diabetic patients there may develop the 
complications which are prone to develop in the so-called 
“severe diabetic.” One must watch therefore the obese 
patient with mild diabetes carefully. In Dr. Hampton’s 
hands I know the management works well. Others may 
not be quite as fortunate as Dr. Hampton. If the patient 
loses too much weight and there develops excessive poly- 
uria, which is one of the ways of flushing out the sugar 
and reducing weight, there is an excellent chance for 
neuritis to develop. In many of the patients the neuritis, 
whichever form it takes, may be quite refractory to treat- 
ment. 

I like to think of the pancreas as making insulin to 
reduce the blood sugar to normal when needed, as Dr. 
Hampton mentioned. If, however, a patient is losing 
weight and having glycosuria and hyperglycemia, the 
pancreas is working overtime and will gradually exhaust 
more and more cells. Then one is liable to find that 
instead of a patient who requires only a small amount of 
insulin, one has a diabetic patient requiring many many 
more units to produce adequate control. 

As for the elderly patients with diabetes who are not 
receiving insulin therapy, many of them now are living 
longer and longer. I do not know actually what the life 
expectancy is of persons with diabetes who are aged 70, 
but probably it is around 10 to 12 years. They do not 
die of diabetes anymore. They die of the vascular com- 
plications of diabetes. So in treating the elderly diabetic 
patient with hyperglycemia, which allows vascular de- 





generation to progress, if the vascular disease has already 
begun, I think it is worth while to give 8 or 10 units of 
protamine zinc insulin each morning and keep the blood 
sugar in a normal range. 

There is another point pertaining to the elderly dia- 
betic patient. Many times we physicians examine their 
urine for glycosuria and fail to get blood sugar deter- 
minations. We do not know exactly what produces the 
premature vascular change in young people and lets it 
progress more rapidly in the old, but the one thing we 
do know is that practically everybody so affected has 
hyperglycemia. I think, therefore, that we should make 
more blood sugar determinations rather than require more 
urinalyses in the older patients because in them a high 
renal threshold frequently develops. 

Once again I should like to thank Dr. Hampton for 
his excellent paper. 


Dr. Mapison R. Pore, Plant City: JI want to thank 
Dr. Hampton for some excellent thinking on the subject 
of diabetes. This disease is a problem in my community 
because there are a good many patients who do not have 
an intelligent grasp of their condition and who think that 
it comes like a common cold and disappears just as 
rapidly. I hope that someday there will be developed an 
oral preparation of insulin, which I think now is probably 
considered impossible, but with modern research technics 
I do not see why it should be. The reason for this hope is 
that I could name a good many people who will not go 
to the doctor because they fear they will have to take 
“shots” of insulin. There are people in my community 
who, I am sure, have died of untreated diabetes just from 
that one simple fact, although anyone can be t4"¢ht to 
give himself a hypodermic injection or to have some 
friend do it for him. 

Also, I should like to plead for the better control or 
for some sort of control of the sale of insulin, because 
I have just learned that insulin is sold across the counter. 
If a druggist wanted to, he could sell it to anybody who 
came in his store without violating any law. I got some 
packages of insulin out and found that the label does not 
even bear the legend “for prescription use only.” 

The other day a diabetic patient who was taking NPH 
insulin called me to ask if she was to continue taking the 
same kind of insulin, as her supply was out. J replied, 
“Ves, get your prescription refilled.” She went to the 
drugstore and unfortunately was not waited on by a 
pharmacist but by a clerk. Instead of requesting that 
her prescription of a certain number and certain date be 
refilled, she said, “I want some insulin.” 

The clerk replied, “Well, Madam, we have several 
kinds of insulin. What kind would you like?” 

“So long as it is a good brand,” she said, “I suppose 
any of them will be all right.” 


VoL IB = XL 
172 HAMPTON: USE OF INSULIN IN DIABETES Nene 3 


She is now taking 40 units of NPH daily, but he sold 
her a bottle of regular insulin and on top of that sold 
her the U 80 variety which she had not been taking. The 
next morning when she was preparing her hypodermic, 
she noticed the insulin did not look like that she had had 
before, but she knew there could not be anything wrong 
with it because she had bought it at a reputable drug 
store. So she took what she thought was 40 units, but 
it was 80 units of regular insulin. Two hours later she 
went into profound insulin shock, and i thought she was 
going to die. Fortunately she did not. But up until that 
time I did not know that insulin was dispensed in that 
manner. I think it is a shame that we can control drugs 
like phenobarbital and some others, yet insulin is out for 
anybody who wants to buy it. Of course, I do not sup- 
pose many people want to shop around for it, but this 
instance illustrates that the diabetic patient who does not 
understand his condition is in a bad fix. 


Dr. Sipney Davipson, Lake Worth: I enjoyed Dr 
Hampton’s paper and the remarks of the discussants and 
was much interested in their plea for good diabetic con- 
trol. I should like, however, to make a plea for diabetic 
control which is not too rigid in the older diabetic patient. 
The elderly person with diabetes, who usually has vas- 
cular disease which may have existed prior to the develop- 
ment of the diabetes, is susceptible to hypoglycemia, and 
the diabetic patient with coronary artery disease may get 
rather severe repercussions from blood sugars that may be 
within normal limits. If in an elderly diabetic patient, 
whose fasting blood sugar has been in the region of 160 
to 200 for some days, the blood sugar drops to 110 per 
haps, severe angina or a myocardial infarction may de- 
velop. I am a firm believer in good diabetic control and 
follow the Joslin school, but it can be overdone. In the 
aged diabetic patient with vascular disease I think it is 
better to err on the high side rather than the low. The 
elderly patient with diabetes does not get into difficulty 
when one keeps his fasting blood sugars ranging between 
140 and 180. Again I say, let us not have too rigid 
control of that small group. 


Dr. Hampton, concluding: We have had insulin now 
for 30 years and it still is not entirely settled how it 
should be used. It remains a difficult problem. I should 
like to re-emphasize Dr. Sinden’s point about the incidence 
of complications in diabetic patients. There is no obli- 
gate connection between the severity of the diabetes and 
the severity of the complications. The mild diabetic 
paticnts may have various atheroscleromatous compli 
cations, difficulty with vision, and thrombosis. These 
comp.ications lead into the field of lipid metabolism, a 
subject well discussed previously and a most important 
research problem at the present time. 
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Effects of Hyaluronidase, Cortisone, Stress and Bacteria 
on Protective Urinary Colloids and Their Relationship 
To Renal Calculous Disease 


ARTHUR J. Butt, M.D. 
PENSACOLA 
JosePH SeIFTER, M.D. 
PHILADELPHIA 


AND 


Ernst A. Hauser, Ph.D., D.Sc. 
CAMBRIDGE, MASS. 


The importance of each of the many different 
factors responsible in kidney stone formation con- 
tinues to evoke interesting controversy. Lithiasis 
is not a disease entity, per se, but represents a 
variable physical form of concrement building 
which may result from an equally variable type of 
pathology, regardless of its location in the body. 
Possibly too great emphasis has been placed on the 
pleomorphism of stone and there has been a re- 
luctance to recognize a more basic biopathologic 
mechanism. 

It is generally accepted, although not conclu- 
sively proved, that the formation of renal calculi 
is a result of an unbalance of the colloidal and 
crystalloidal matter present in the urine, a highly 
saturated solution of extremely complex composi- 
tion. The unusual solubility of stone-forming salts 
in urine depends upon the presence of certain col- 
loids, which prevent precipitation of salts and oth- 
er colloids. This protective action of urinary 
colloids is of major importance in preventing pre- 
cipitation and conglomeration of crystalloids. If 
the concentration of such protective colloids is in- 
sufficient or not of proper molecular weight, the 
crystal nuclei are “sensitized” and stone formation 
begins or is accelerated. 

While seeking some agent which may increase 
the protective urinary colloids, and thereby aid in 
)revention of stone, we found that subcutaneous 
njection of hyaluronidase, mixed with physiologic 
-alt solution, resulted in clearing of urine in pa- 
tients who previously had turbid urine with much 


edimentation.!-2 
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Testicular hyaluronidase is an enzyme having 
the property of depolymerizing hyaluronic acid 
and chondroitin sulfate, the mucopolysaccharides, 
which are essential components of the intercellular 
ground substance. Since the addition of hyalu- 
ronidase directly to urine does not produce the 
clearing effect, we proposed that hyaluronidase 
acted indirectly by the release of hyaluronic acid 
at the site of injection with subsequent excretion 
in the urine.* Physical chemical studies demon- 
strated that potassium hyaluronate added to void- 
ed urine acted as a powerful dispersing or peptiz- 
ing agent and that the injection of hyaluronidase 
resulted in the release of a protective colloid into 
the urine which dispersed crystalline matter of all 
types by increasing their solubility.* 

Urinary sediment of persons not susceptible to 
kidney stones, when examined ultramicroscopical- 
ly, is free from “unprotected” crystalline ma- 
terial, but contains the crystalline substance cov- 
ered with a jelly-like protective colloid. Sediment 
of the urine from patients with kidney stones 
shows an abundance of crystalline material and a 
relative absence of protective colloid. Injection 
of hyaluronidase promptly alters a_ pathologic 
urine so that it appears normal.4 Under normal 
conditions, the formation of hyaluronic acid and 
continuous process in 
This supplies a hyalu- 
urine which maintains 


chondroitin sulfate is a 
many parts of the body. 
ronidase substrate in the 


the proper colloid-crystalloid balance. 


Hyaluronidase Therapy 
As a result of determining that injection of 
hyaluronidase favorably alters the colloidal state 
of the urine, hyaluronidase therapy was instituted 
for the treatment of patients with renal calculi. 
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Observations to date indicate that subjects vary 
widely in the quantity of hyaluronidase required 
to clarify pathologic urine and the dosage must 
therefore be determined individually. Clarification 
of the urine is the most convenient clinical method 
so far available for determining response to this 
treatment.®> As a supplement to this testing pro- 
cedure, the response may also be studied by com- 
paring the rate of formation of deposit on in- 
dwelling catheters during alternate periods with 
and without hyaluronidase. 


Twenty-nine patients who had been rapid stone 
formers have been treated with hyaluronidase for 
periods of 17 to 27 months. Table 1 illustrates 
the results obtained in these patients. Group A 
constitutes patients with so-called primary stones 
and Group B, secondary stones. Figures 1, 2 and 
3 illustrate diminution in size and number of 
calculi following hyaluronidase therapy. 
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These recent observations may help explain the 
specificity of certain bacteria in the production of 
renal calculi, such as has been shown for strep- 
tococci by Rosenow? and for staphylococci by 
Hellstrom*® and Joly.® 

Surface tension studies on the urine after it 
has been subjected to ultracentrifuging, by which 
all matter visible in the ultramicroscope had been 
removed, have shown conclusively that increased 
protection due to urinary colloids results in a de- 
crease of the surface tension of the urine.4 Re- 
duction in surface tension following injection of 
hyaluronidase closely correlates the clearing of 
turbidity and sediment if these are present in- 
itially. Table 2 shows qualitative determinations 
of surface tension which were carried out on urine 
samples from white and Negro males and non- 
pregnant and pregnant females of the white and 
Negro races. These findings caused us to con- 
sider the possibility of a close correlation between 


Table 1.— Summary of Results Following Administration 
Of Hyaluronidase for Renal Lithiasis 


Stone Stone Stones Stone 
GROUP Formation Formation Smaller and Formation 
Controlled Slowed Less Dense Not Controlled 
A — 13 cases 8 (61.54% ) 2 (15.38% ) 1(7.70% ) 2 (15.38%) 
B 16 cases 5 (31.25%) 5 (31.25%) 1(6.25% ) 5 (31.25%) 


It was found that hyaluronidase was much 
more effective in controlling the formation and 
growth of primary stones, previously considered 
as idiopathic, than secondary stones, those devel- 
oping as a result of stasis and infection, hyperex- 
cretion of crystalloids, or other known factors. We 
propose an hypothesis that the former type of 
stone is due to a deficiency of protective urinary 
colloids, It has been determined that dosage re- 
quirements of hyaluronidase are much greater in 
patients harboring urinary infections, especially 
those due to Pseudomonas aeruginosa, streptococci 
or urea-splitting organisms, particularly staphylo- 
cocci or Bacillus proteus. 

It has been shown that some of these bacteria 
produce hyaluronidase and others high molecular 
weight hyaluronate.“ Bacterial hyaluronidase 
differs from testicular hyaluronidase in that the 
former does not merely depolymerize hyaluronic 
acid, but carries the process down to end products 
of low, molecular weight which have no effect as 
protective colloids.6 High molecular weight 
hyaluronate has no effect as a protective colloid. 
Conversely, it acts as a powerful precipitant, the 
precipitate being a viscous, gluelike substance.® 


the cause for differences in the white and Negro 
races, differences in the sexes, regardless of race. 
and pronounced changes during pregnancy. 


Table 2. — Comparison of Surface Tension 
Determinations on Urine From Various Subjects 
Type Subject Surface Tension in Dynes /cm 
White male 65 


White female 60 
Negro male 55 
Negro female 52 
Pregnant white female 47 
Pregnant Negro female 42 


t 


Incidence of Primary Renal Calculi 

The incidence of primary renal calculi is more 
common in men than in women. Secondary stones 
occur with more nearly equal distribution in the 
two sexes. The pure bred South African Negro 
rarely experiences the formation of primary renal 
stones. In the United States, urinary calculi in 
the Negro do occur, although with definitely lower 
incidence than in the Caucasian. This finding is 
consistent with the fact that a large percentage of 
the Negro population in the United States is mu- 
latto or has some admixture of white blood. In 
the mixed races of South Africa, the incidence of 
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renal calculi approaches that found in the white 


race.!0 





roentgenogram showing mul- 
tiple small caiculi, lower calyceal system, right kidney. 


Fig. 1.—July 28, 1952, 


Left kidney previously removed because of stones. Urine 


culture B. proteus. 
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Fig. 2.—August 19, 1952, same patient as in figure 1 
following administration of 600 T. R. U. hyaluronidase 
daily. Roentgenogram shows diminution in size and 
number of stones. 


According to previous concepts, in the preg- 
nant woman, with dilatation and stasis of the 
irinary tract, often complicated by infection, renal 
calculi should be especially prone to develop. This 
concept, however, is not true. Analysis of collect- 
ed series of 49,000 obstetric cases revealed only 
15, or 0.03 per cent, complicated by stone. This 
percentage that pregnancy does 
not predispose to calculous formation, but actual- 
ly aids materially in preventing the formation of 


would indicate 
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stone. Ultramicroscopic studies of urine of preg- 
nant women revealed pronounced increase in the 
protective urinary colloids during the latter six 
pregnancy. This effect disappears 
about six weeks postpartum. 

Some collagen diseases undergo remission dur- 


months of 


ing pregnancy, and it has been assumed that this 
benefit is brought about by the increased produc- 
tion of steroids. Seifter!! stated that the remis- 
sion may be brought about by the great increase 
in production and metabolism of hyaluronate oc- 
curring as a result of umbilical cord formation and 
the laying down of ground substance in the fetal 
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same patient as in figures 1 


October 21, 1952, 
showing decided diminution in 
sise and number of stones after administration of 600 
T. R. U. hyaluronidase daily for three months. 


Fig. 3. 
and 2. Roentgenogram 


tissues. He also believes that this increase reflects 
itself in the collagen system of the mother. The 
well known “bloom of pregnancy” appears in eight 
to 12 weeks. The infant’s skin soon after delivery 
is soft, smooth and firm. It is probably at these 
stages that the tissues contain their highest con- 
tent of hyaluronate. We have observed that in 13 
of 26 patients who received large doses of hyalu- 
ronidase (300 to 900 T. R. units daily) for a pe- 
riod of several months, their skin became softer 
and smoother and the subcutaneous tissue more 
pliable. 

Hyaluronidase releases hyaluronic acid at the 
site of injection, in this case the skin and sub- 
cutaneous tissue. The hyaluronic acid begins:to 
reconstitute itself shortly after the hyaluronidase 
action has been dissipated. During the period of 
repair, excess hyaluronic acid or hyaluronidase 
substrate is formed, part of which is deposited in 
the tissue, the remainder being present in the 
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blood and then excreted in the urine. Prolonged 
administration of hyalurenidase does not alter the 
total urinary volume, and there is no change in 
the sodium, chloride, potassium, calcium or phos- 


phorus excretion. 


Stress Studies 

Seifter, Baeder!!:!* and others 
that hyaluronidase is an excellent tool for attack- 
ing the ground substance and that its action is 
opposed by stress, ACTH and cortisone. It was 
of interest, therefore, to ascertain whether adrenal 
steroids administered directly to the patient or 
released endogenously by stress would affect the 


have shown 


urine and antagonize beneficial effects of hyalu- 
ronidase. If this were so, it would raise the inter- 
esting possibility that urolithiasis is another mani- 
festation of dysfunction of the collagen system. 

Aviators were subjected to stress by simulated 
high altitudes in a compression chamber and cen- 
trifuged under accelerations of 34% to 5 G. In 
three of the six persons thus subjected to stress 
there occurred increased cloudiness and sedimen- 
tation of urine during the experimental period. 
Chemical analyses of blood and urine revealed 
that there was no appreciable shift of the hydro- 
gen ion concentration to account for the increased 
turbidity and sediment.* Ultramicroscopic studies 
demonstrated that this was due to decrease or 
abolition of protective colloids during and imme- 
diately following the periods of stress. 


Cortisone Therapy 

We have observed in 5 of 7 patients receiving 
cortisone** that the urine became more cloudy 
with increased sedimentation which could not be 
completely accounted for by alteration of the 
hydrogen ion concentration. Ultramiscroscopic 
studies of urine from these patients revealed a 
great increase in number of penniform crystals 
and beginning crystallization (figures 4, 5 and 6). 
This increase may be noted after administration 
of relatively small doses, 25 mg. every six hours, 
and the effects are manifest within six to 12 
hours. 

Rabbits normally excrete a large amount of 
sediment in the urine. Seifter and Baeder!? have 
shown that adrenalectomy decreases the amount 
of sediment as does hyaluronidase. The effects 
of adrenalectomy and hyaluronidase are additive. 
Poutasse and McCullagh!® found that renal cal- 


_ *This work was done with the cooperation of the U. S. 
Naval School of Aviation Medicine, Naval Air Station, Pensa- 
cola, Capt. Ashton Graybiel, (MC) U.S.N.. and Dr. Dietrich 
Beischer. 

**Generously supplied by Merck & Company, Rahway, N. J. 
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culi are a frequent complication of Cushing’s syn- 
drome. Greenblatt!* in a personal communica- 
tion confirmed this finding and further added that 
urinary calculi rarely develop in persons with Ad- 
dison’s disease. 





Fig. 4.—Photoultramicrograph of urine before cortisone 
therapy. 


We have also observed clinically that in pa- 
tients receiving inadequate doses of hyaluronidase 
calculi develop faster than previously. This same 
phenomenon occurred when hyaluronidase was 
administered to patients with poor renal function 
in which only small amounts of protective col- 
loids were passing through the kidneys. These 
observations caused us to consider the possibility 
that cortisone or stress decreased the amount of 
protective colloids or altered the degree of poly- 
merization of the hyaluronic acid. In either case, 
the amount of protective colloid is decreased. 


we SE CRS 
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Fig. 5—Photoultramicrograph of urine of same patient 
as in figure + six hours after administration of 100 mg 
of cortisone. Note increase in crystalluria. 


From experimental studies, Seifter!! assumed 
that the hyaluronic acid in the ground substance 
is regulated by a buffer consisting of adrenal 
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steroids, some of which enhance the action of 
hyaluronic acid while others inhibit it. Hyalu- 
ronidase may also be involved in enhancing ac- 
tivity of hyaluronate. 


Summary 
It is proposed that injection of hyaluronidase 
depolymerizes hyaluronic acid, or a hyaluronidase 
substrate, part of which is excreted in the urine 
where it is an excellent protective colloid. By this 
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Fig. 6.—Photoultramicrograph of urine of same pa- 
tient as in figures 4 and 5, 12 hours after 200 mg. of 
cortisone had been given; 100 mg. at six hour intervals. 
Note further increase in crystalluria. 
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means, it prevents the formation and development 
of renal stone. The effect of stress or administra- 
tion of cortisone appears to render the hyaluronic 
acid less susceptible or incapable of attack by 
hyaluronidase. Calculous disease may result from 
an inhibition of mucopolysaccharides of the 
ground substance and is therefore another mani- 
festation of dysfunction of the collagen system. 
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Carcinoid Tumor of Rectum; Report of Case 
With Review of Literature 
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JACKSONVILLE 


There are excellent reviews of the subject of 
carcinoid tumors of the gastrointestinal tract in 
the recent literature'-* which tend to show that, 
regardless of the location, carcinoid tumor is not 
as benign as originally thought when it was first 
described by Lubarsch® in 1888 and designated 
“carcinoid” by Oberndorfer® in 1907. In the opin- 
ion of these authors this type of lesion was benign 
in character although histologically it resembled 
carcinoma, hence the term ‘carcinoid.’ Cases of 
carcinoid recently reported, however, and a review 
of the literature show that this tumor, wherever 
situated, eventually infiltrates and will metastasize 
to regional and distal sites. 

We present 1 case of carcinoid of the rectum, 
the eighty-second reported in medical literature. 
Diagnosis was made by biopsy, and no surgical 
exploration was carried out at other sites for evi- 
dence of metastasis at the time of operation. 


Report of Case 

J.M.M..,a 46 year old white man, consulted us because 
of recurrent rectal bleeding which had apparently occurred 
from hemorrhoids. This bleeding had been present for 
several years, but was more frequent and persistent for a 
month or two prior to our examination. There had been 
no associated changes in bowel habits. A sigmoidoscopic 
examination by the local physician had revealed a “polyp” 
in the rectum, and the patient was referred to us for 
evaluation of the lesion. Previous roentgen studies with 
barium sulfate had revealed no evidence of other lesions 
in the gastrointestinal tract. There was a history of occa- 
sional constipation and some abdominal distress with flatu- 
lence following meals, but no definite associated food intol- 
erance, abdominal pain, diarrhea, loss of weight or weak- 
ness. The stools had been of normal color and consistency. 

On physical examination, the patient was a fairly well 
developed, thin man, whose significant physical findings 
were confined to the rectum, where there were several in- 
ternal and external hemorrhoids with evidence of old 
blood in the perianal region. A mass was palpable on the 
anterior wall of the rectum at the tip of the examining 
finger, approximately 8 cm. from the anal margin. It was 
firm, nodular, freely movable, nontender, measuring about 
2 cm. in diameter and situated above the prostate gland. 
Sigmoidoscopic examination showed the lesion to be a 2 by 
2 cm. raised, firm, nodular mass imbedded to a depth of 
about 1% cm. in the anterior rectal wall with the overlying 


Read hefore the staff of Riverside Hospital, Jacksonville, 
Nov. 25, 1952. 


mucous membrane intact. A specimen was taken for 
biopsy. From this specimen Drs. L. Y. Dyrenforth and 
E. L. Bishop made a diagnosis of carcinoid tumor of the 
rectum. An operation was advised. 

At operation on July 16, 1952, a posterior approach was 
contemplated in the belief that the lesion could be excised 
without entering the peritoneal cavity. A curved incision 
was made over the coccyx, the muscles were separated, and 
coccygectomy was performed to obtain adequate exposure 
A nodule was then palpated through the upper portion of 
the incision. There were no other lesions present, and no 
involvement of the lymph nodes was noted. A longitudi- 
nal incision was made through the posterior rectal wall, 
and the lesion in the anterior wall was excised with re- 
moval of all layers of the rectum. The rectal walls were 
closed transversely. The layers of the wound were sutured 
around a small tissue drain. 

The operative specimen consisted of a portion of in- 
testinal wall measuring 8 by 3 cm. which surrounded a 1 
by 1 cm. firm growth showing evidence of recent ex- 
cision of material for biopsy. On cut section, this mass 
was well encapsulated, firm, yellow and nodular, lying 
beneath the mucosa and apparently confined to the sub- 
mucosal layer of the rectum. 

The postoperative course was uneventful. The drain 
was removed in two days, and the sutures were removed 
on the fifth day. The patient was discharged on the sixth 
day. To this date there is no evidence of recurrence or 
physical findings suggesting metastasis. 


Discussion 

The name carcinoid is still generally accepted 
for tumors of this type despite the efforts of Mas- 
son? and others to call them “‘argentaffinomas”’ in 
deference to their affinity for the silver stain. It 
has also been suggested that they be called grade 1 
Broder classification carcinomas, particularly when 
they involve the small intestine. These tumors, as 
demonstrated by Masson,’ originate in the chrom- 
argentaffin or Kulchitsky cell situated in the 
crypts of Lieberkiihn. Segmentally, these tumors 
can be found along the gastrointestinal tract in 
proportion to the number of these cells present in 
a given area. They occur most frequently in the 
appendix and then in decreasing frequency in the 
ileum, jejunum, rectum, colon, cecum, stomach, 
gallbladder and duodenum (ampulla of Vater). In 
general, the incidence of carcinoids is low. It is 
recorded that in the commonest site, the appendix, 
the incidence is .2 to .5 per cent of removed ap- 
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pendixes.* An idea of the rarity of rectal car- 
cinoids can be gained from Stout’s report of 2 cases 
in 13,809 routine autopsies; other authors reported 
3 cases in 30,000 proctologic examinations.® These 
tumors, however, constitute 20 per cent of all 
malignant tumors arising in the small intestine.!° 


Characteristically, the tumor consists of a yel- 
low nodule of varying size which occupies the sub- 
mucosa. The overlying mucosa is usually intact 
although occasional superficial ulceration occurs. 
The nodule has a firm, rubbery consistency and 
may extend through the muscularis to involve the 
serosa. The cut surface often exhibits fibrous 
bands dividing it into more or less separate yellow 
nodules.!!_ The tumor may appear at any point 
on the circumference of the bowel, but it has been 
noted that it usually does not occur in the area of 
the mesenteric attachment. In regard to the loca- 
tion of the rectal carcinoid, the incidence is greater 
on the anterior wall than the posterior wall, being 
5 to 10 cm. from the anal margin.!:2 In our case 
the lesion was on the anterior wall 8 cm. from the 
anal margin. Of the 26 cases reported in the litera- 
ture in which the location of the tumor is given, in 
18 it was on the anterior wall. 


Carcinoids spread locally by centrifugal expan- 
sion. They invade the muscularis and mucosa and 
ultimately break through the serosa. They ulcer- 
ate more slowly than other varieties of gastroin- 
testinal neoplasms and encroach on the lumen of 
the bowel secondarily.12 This characteristic ac- 
counts for the infrequency of hemorrhage and the 
insidiousness of obstructive manifestations. Most 
authors now consider rectal carcinoid as well as 
carcinoids occurring in other parts of the bowel as 
definitely malignant but slow-growing and slow to 
metastasize. Carcinoid tumors spread generally by 
direct extension and by way of lymphatic channels 
and also in the perineural spaces to regional lymph 
nodes. It has also been shown that metastasis 
takes place through the blood stream.1% 


It is believed by some that the infrequency of 
metastasis in carcinoids of the appendix and rec- 
tum is based on the fact that they give rise to 
ymptoms early. This observation may well hold 
true for the appendix since symptoms of obstruc- 
tion occur with the growth of the tumor. In the 
rectal carcinoids, however, out of 27 cases reported 
with clinical data, in only 9 were there symptoms 
referable or probably referable to carcinoid tu- 
mor.!-3 In only 9 out of 82 cases reported was 
metastasis known to have taken place, and out of 
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17 in which the carcinoid was locally asympto- 
matic, in only 1 was there metastasis. We do not 
believe that early symptoms such as tenesmus, 
bleeding, rectal pain, or diarrhea, as described by 
some authors, are the reason carcinoid tumors of 
the rectum are diagnosed early and so do not have 
a high incidence of metastasis. 

Carcinoid tumors occur in persons of all ages, 
the earliest age reported being 10 days.14 \p- 
pendical carcinoid tumors are diagnosed with the 
highest frequency in the third decade and those 
of the small intestine in the fifth and sixth dec- 
ades.!° It is difficult to determine the period of 
greatest frequency for rectal carcinoids because of 
the lack of clinical data in most of the cases. From 
what is reported, there is not much difference in 
the total number from the second to the sixth 
decade with the fifth decade ranking first in num- 
ber of cases. 

It is generally agreed from both clinical ex- 
perience and histologic observation that these tu- 
mors both at primary and metastatic sites are 
slow-growing. Until a larger number of cases have 
been reported, it is believed that no definite line 
of treatment can be drawn. At the present time 
the consensus is that any solitary, freely movable 
lesions ought to be excised locally and the patient 
carefully followed with periodic check-ups for re- 
currence or metastasis. Anal constricting or dif- 
fusely infiltrating lesions would appear to call for 
extensive surgery such as is used in adenocarci- 
noma of the rectum, with excision of as much of 
the metastasized lesions as possible.* 

Ariel?® and others!7:!% have shown that car- 
cinoid tumors and their metastasized lesions tend 
to be radiosensitive. Still other writers, however, 
report conflicting evidence with no changes in the 
tumor noted following adequate radiation. This 
form of treatment has still to be studied further. 


Summary 

A case of carcinoid of the rectum, the eighty- 
second reported jn the literature, is described. 

The characteristics of carcinoid tumors, now 
generally regarded as malignant but slow-growing 
and slow to metastasize, their incidence with re- 
gard to age and site, and their treatment are dis- 
cussed. 
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Intrastate Evaluations of Syphilis Serol- 
ogy. By Albert V. Hardy, M.D. Pub. Health 
Rep. 67:1036-1038 (Oct.) 1952. 

The purpose of this report is to direct attention 
to the activities of state laboratories in improving 
the quality of serology in their respective areas. 
Information was collected by questionnaires ad- 
diessed to directors of state and territorial public 
health laboratories. Forty of the 53 laboratories 
reporting had active intrastate serology evaluation 
programs involving the intrastate exchange of sam- 
ples for examination. The extent and duration of 
these programs in 36 states, two territories and 
two cities are summarized in a table covering the 
rumber and type of laboratories participating, the 
number of specimens distributed and the number 
of years the program had been ir progress. Of 
4.200 laboratories participating, 3,810 were hos- 
pital, clinic, or private laboratories, 312 city, 
county, or regional, and 78 federal. 

It is not generally appreciated, Dr. Hardy ob- 
serves, that the intrastate evaluations are much 
more extensive than those limited to the central 
public health laboratory of each state and territory 
and to author-serologists. Since many laboratories 
participate in the intrastate studies and few local 
laboratories have serologists of wide experience on 
their staffs, the intrastate serology programs have 
high importance in improving the quality of ser- 
ology testing available to health officers, phy- 
sicians and patients. 


Results of Three Years Experience with 
a New Concept of Baby Feeding. By Walter 
W. Sackett, Jr.. M.D. South. M. J. 46:358-363 
(April) 1953. 

In this article Dr. Sackett relates the story 
of the origin of the revolutionary schedule of baby 
feeding he has been employing in his practice for 
the last three years, together with the reason for 
its use, its details, advantages and results. It 
revolves about a six hour feeding interval from 
birth with the introduction of solid foods as early 
as the second day of life. 

In summary, he states that use of a baby 
feeding regimen comprising a six hour feeding in- 
terval which is rapidly converted to a_three- 
meal-a-day regimen, along with the introduction 
of food other than milk as early as the second day 
of life, continues to be a source of gratification to 
its users. It is also a source of medical interest 
as these babies continue to follow closely and 
sometimes even surpass the physica! standards 
set up by babies on more conservative routines. 
A more detailed survey, now in progress and 
covering some 300 babies, would seem to em- 
phasize the excellent results a preliminary survey 
disclosed over a vear ago. In addition, these re- 
sults would seem to be equally satisfactory in 
babies not under the direct supervision of the 
author, as the schedule reaches out to friends and 
relatives of satisfied parents in his own locality, 
in other states and in foreign countries. 
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Incidence and Diagnostic Value of the 
Ocular Fundus Lesions in Hospitalized Medi- 
cal Patients. By Curtis D. Benton, Jr., M.D. 
Am. J. M. Se. 224:554-558 (Nov.) 1952. 


This study consisted of careful ophthalmoscop- 
ic examination by the author of a series of 500 
patients admitted to the medical wards of a gen- 
eral hospital. The purpose of the survey was to 
determine the incidence of ocular fundus abnor- 
malities in medical patients and to determine how 
frequently the findings by ophthalmoscopy sup- 
plied information of value in the diagnosis of the 
disease conditions encountered. 


Results of the ophthalmoscopic examinations 
through dilated pupils were: completely normal 
findings in 222 or 44.4 per cent; intraocular 
changes relating directly or indirectly to the cur- 
rent medical status of the patient in 203 or 40.6 
per cent; various local abnormalities only in the 
remaining 75 or 15 per cent. 

The significant fundal abnormalities associated 
with anemia, chemical poisoning, diabetes mellitus, 
gastrointestinal diseases, heart disease, hyperten- 
sion, acute infectious diseases, kidney diseases, liv- 
er diseases, diseases involving lymphatics, diseases 
involving the central nervous system, phakoma 
toses, diseases of the lungs, skin diseases and lupus 
erythematosus are described. 


The detection of such physical changes, readily 
accessible to observation, in so large a percentage 
of medical patients (40.6 per cent) as this series 
indicates should be ample reward to the physician 
who takes time to perform a thorough ophthalmo- 
scopic examination on all of his hospitalized pa- 
tients. 


Double Aortic Arch Associated with Co- 
arctation of the Aorta: Surgically Treated 
Patient. By Thomas J. Dry, M.B., O. Theron 
Clagett, M.D., Roy F. Saxon, Jr., M.D., David G. 
Pugh, M.D., and Jesse E. Edwards, M.D. Dis. 
of Chest 23:36-42 ¢Jan.) 1953. 


A case is reported in which a 25 year old 
man had the unusual combination of a vascular 
ring in the form of a double aortic arch with 
stenosis of the right (posterior) arch and co- 
arctation of the left (anterior) arch. The usual 
clinical signs of coarctation of the aorta were 
exhibited. A vascular malformation in associa- 
tion with the coarctation was suspected from the 
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roentgenoscopic examination, which revealed eso- 
phageal compression in the upper part of the 
thorax. No symptoms of esophageal or tracheal 
dysfunction were present. 

Treatment consisted in resection of the area 
of coarctation in the left arch with end to end 
anastomosis of this arch. The continuity of the 
right arch was interrupted. The postoperative 
course was uneventful. 


Reticulum Cell Sarcoma of the Jejunum. 
By William J. Clifford, M.D. Am. Surgeon 18: 
1164-1167 (Dec.) 1952. 


A case of reticulum cell sarcoma of the je- 
junum is reported, in which perforation first dis- 
closed its presence. The preoperative diagnosis 
was perforating duodenal ulcer. Extensive re- 
section of the tumor-bearing portion of the bowel 
and of the mesentery was performed. Although 
the glands in the resected mesentery showed no 
evidence of invasion, a superior mediastinal tumor 
developed four months later. Nevertheless, it is 
concluded that in cases with a single area of in- 
volvement which is accessible, radical surgical 
removal followed by external irradiation is the 
treatment of choice. 

So far as the author could determine, the case 
reported is the sixth case of reticulum cell sar- 
coma of the jejunum recorded in the literature. 


Myosarcoma of Trachea Associated with 
Riedel Struma. By George E. McKenzie, M.D., 
and Philipp R. Rezek, M.D. A. M. A. Arch. 
Otolaryng. 57:22-39 (Jan.) 1953. 


Since primary tumors of the trachea are ex- 
tremely rare and sarcomas occur even more in- 
frequently among tracheal neoplasms, the case re- 
ported here is of particular interest. In this in- 
stance, a primary sarcoma of the anterior wall of 
the trachea (myosarcoma) was present in asso- 
ciation with a Riedel struma. Autopsy findings 
are related in some detail, and the pathologic 
diagnosis is substantiated by a review of the lit- 
erature. The rare occurrence of this type of 
tumor, its unusual location, and its peculiar com- 
bination with a Riedel struma led the authors to 
report this case. 
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From Our President 


Free Enterprise System Versus Regimentation 


The present status of the practice of medicine rests, as does the status of other 
professions and businesses, upon the operation of a system of free enterprise. It 
has been suggested that controls over the systems of medical practice would be advis- 
able, in the interest of providing better and more equitably distributed medical serv- 
ices to the people of these United States. 


In our present system of practice, with freedom of choice of physician by patient, 
and with freedom of practice without regimentation, medical services are available to 
those persons requiring them and needing them, without regard to their ability io 
pay for such services. The level of general health in the United States is at the 
highest level in its history. It is doubtful if there exists now any real shortage of 
medical personnel. 


At the same time, if we are to avoid regimentation and increased controls over 
our medical practices, either by governmental agencies or by our own medical and 
| surgical societies, and by hospitals in which we practice, we must of our own free 
wills make adjustments in the methods of medical practice, and meet situations as 
they arise, in such a way that criticisms will be answered promptly, and differences 





settled satisfactorily to all concerned. 





A just charge for medical service cannot be questioned, for those able to pay for 
it. Demands for medical services at lower rates, either by group practice on large 


groups of employees, or by insurers of medical service, cannot be justified and should 
be resisted by the profession. 

Investigation of complaints about exorbitant charges for medical or surgical serv- 
ices, by grievance or mediation committees of our county medical societies, should 
be made promptly, and responsibility placed where it belongs, whether the physician 
or patient is at fault. We have it within our own organizations to weed out, or subject 
to censure, those physicians who are continuing to prejudice our standing, and our 
relationships, with the persons we serve. Our almost monopoly on medical and sur- 
gical practice does not entitle us to act without regard to the effects of such practice 
on the public, who are necessarily dependent upon us for these services. While many 
criticisms are unfounded, there must be a grain of truth in some of them. The han- 
dling of complaints should be made at the county level, and this is a legitimate and 
needed function of the county medical society. 


Pidercek. k. Merpee 








|. Froripa M. A. 


SEPTEMBER, 1953 


The Journal of the 
Florida Medical Association 


OWNED AND PUBLISHED BY FLORIDA MEDICAL ASSOCIATION 


P.O. BOX 1018 


EDITOR 
SHALER RICHARDSON, M.D. 


ASSISTANT EDITORS 


WEBSTER MERRITT, M.D. 


MANAGING EDITOR 
ERNEST R. GIBSON 


Associate Editors 


Louis M. Orr, II, M.D. Orlando 
Joseph J. Lowenthal, M.D. Jacksonville 
Jere W. Annis, M.D. Lakeland 
Herschel G. Cole, M.D. Tampa 
Wilson T. Sowder, M.D. Jacksonville 
Carlos P. Lamar, M.D. Miami 

Pensacola 


Walter C. Payne, M.D. 


185 
JACKSONVILLE, FLORIDA 
FRANZ H. STEWART, M.D. 
EDITORIAL CONSULTANT 
Mrs. EDITH B. HILL 
Committee on Publication 
Shaler Richardson, M.D., Chairman Jacksonville 
Chas. J. Collins, M.D. Orlando 
James N. Patterson, M.D. Tampa 
Abstract Department 
Kenneth A. Morris, M.D., Chairman Jacksonville 
Walter C. Jones, M.D. Miami 





The Icon is We 


In these days of iconoclastic worship, when 
ofttimes traditions and beliefs are destroyed mere- 
ly because they are old, it is amazing that the 
reverence and awe which the public has for phy- 
True, the 


veneration and respect which patients had for 


sicians even exists to its present degree. 


their physicians a generation or more ago is dimin- 
ishing, but still when a physician speaks, his 
audience usually listens even when the subject is 
not germane to his profession. Whether esteem 
for the physician by the laity is desirable to the 
point where he speaks as an oracle is debatable, 
but it is most certainly needed for the preserva- 
tion of that nebulous priesthood of medicine which 
still cures more ills than antibiotics. 


To betray a trust proves one unworthy of 
To use a trust for selfish purposes 
During the 


keeping it. 
destroys the meaning of the word. 
past decade when organized American Medicine 
was about to be smothered by governmental so- 
cialistic paternalism, the American physicians 
united and fought for a freedom they believed 
rightly theirs and for a type of medicine they 
thought the American public was entitled to have. 
Nowhere was this fight better exemplified than 
in a recent Senatorial election in our own State of 
Florida. In this the physician resembled Amer- 
ica at the outbreak of all of her wars in the past 


always unprepared, yet winning by extreme ef- 
fort, only to return to her previously unprepared 
state soon after the last cannon blast had stopped 
reverberating. 

Public relations activities have become an in- 
tegral part of American living and_ thinking. 
Whether it be a maudlin soap opera drama which 
causes housewives to buy a certain brand of 
deodorant or subtle newspaper fill which causes a 
ruthless tycoon to appear as a beneficent philan- 
thropist, public relations by advertising or in- 
The 


Medical Association was cognizant of this fact 


nuendo accomplishes — much. American 


when it hired a public relations firm to aid its 
fight against government-controlled medicine. But 
the battle won, even though the war continues, 
it has dispensed with their services. No one has 
ever questioned the worth of these paid con- 
cultants in time of crisis. Yet, it is hard to un- 
derstand why their services were dispensed with 
at a point when for the first time in over 25 
years the terms American Medical Association, 
monopoly, and lobby were not erroneously syn- 
onymous in the public mind — almost as difficult 
as imagining Coca-Cola stopping all advertising 
because their product became well known. 
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The Code of Ethics of the American Medical 
Association, while primarily protecting the patient, 
definitely gives multiple safeguards to the phy- 
sician in treating his patient, by preventing the 
unwanted intrusion of any other physician into 
the case. Courts of law have upheld time and 
again that if a physician’s treatment was guided 
by the best of his intentions and knowledge (pro- 
vided it does not deviate too much from his col- 
leagues’ therapy for similar ills), he is blameless 
for the results of his ministrations should the out- 
come be unfavorable. It is little wonder, then, 
that most all physicians are egoists protected as 
they are by their own ethics and the laws of the 
land. Added to this is the intangible effect of a 
physician realizing that every hour of the day he 
literally has the control of life and death in his 
hands. Unfortunately, egoists do not tend to 
form a cohesive or effective group because to do 
so would be foreign and destructive to their men- 
tal makeup. As a result, it is extremely hard for 
any medical organization to be potent because few 
if any of its members would be willing to sacri- 
fice any of their rights and privileges for the sake 
of a group which could in turn control their ac- 
tions. 

Times of crisis create strange bedfellows. Vide 
the allies of World War II who were previously 
and are now again de facto belligerents, and for- 
mer belligerents who are now allies. When Amer- 
ican Medicine was threatened with socialization, 
we sought aid from any one who would succor us. 
We adopted modern technics for influencing pub- 
lic opinion. A few physicians even gave up some 
of their valuable time to make public utterances 
at PTA and other such Main Street meetings on 
a plane that the average college graduate could 
vaguely comprehend. Yes, it hurt our pride to 
have to climb down from our lofty perch and ask 
patients, who magically became people, for their 
support. Despite the fact that our antagonists 
claimed our fight was purely on a selfish basis, 
and that a breach in the dike of American Democ- 
racy would not be accomplished if the government 
were to enter and reorganize medicine, enough 
people agreed with us so that we now have a 
respite from the ever present menace of Socialism. 
The war was over. We bade farewell to our 
allies and once again assumed our perch to look 
patronizingly down upon the people who kept 
their faith and trust in us. 

We constantly read in our newspapers of vari- 
ous laws passed by the state and federal govern- 


ment which pertain to medicine. Most of the 
time we are not aware of what the law is about 
and practically all of the time we have no 
knowledge as to who presented the law or why. In 
a few cases the law may adversely affect us, for 
example, the giving of special privileges to cultists, 
or even nearer to our hearts — the Doctor Draft. 
We then take off our spectacles, prance up and 
down hospital corridors, vow to defeat the legis- 
lators who voted for the bill and in general let 
off enough emotional steam to prevent our ulcers 
from perforating and then promptly forget the 
whole matter. After all, the law couldn’t be 
too bad! Suppose we do let chiropractors write 
prescriptions for narcotics? Suppose the physician 
down the hall was unjustly called back into the 
armed forces? Yes — egoists we are and egoists 
we shall remain forever except for the fact that 
this is an age of iconoclasm. We as physicians 
daily question the value of old therapies. Others 
question social values and relationships. We can 
no longer hold ourselves aloof from the public and 
answer in medical mumbo jumbo questions which 
are their right to know. We can no longer iso- 
late ourselves from the people under the guise of 
medical ethics or professional dignity. It took two 
wars and the atom bomb to prove that isolation- 
ism is merely a state of mind. Our enlistment of 
the public in our fight against socialized medicine 
proves that to resume our isolation from the 
public is a hypocritical farce, a betrayal of trust 
in giving the people what is best for them. 

Let not the tail wag the dog. We, Hippo- 
cratically speaking, are true servants of the peo- 
ple. And our service does not end with the writ- 
ing of a prescription, Being physicians, we per- 
force are better educated than the average. Deal- 
ing with people, we know human nature better 
than the average. Prophylactic medicine does not 
come only in vials and capsules. We, as part of 
our service, must take a more active interest in 
public affairs. We must not let politicians pre- 
scribe for our patients. If various cults pass legis- 
lation with the aid of a well financed lobby not 
unabashed at handing out presents to legislators, 
we must combat this action with any means at our 
disposal. The public must be made aware of it 
just as they must be forewarned of an impending 
epidemic. If we believe that certain legislation is 
necessary for the public weal, we should foster it 
and see that it passes even though it benefits us 
none and costs us some. 

Once again the American physician is becom- 
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ing an ogre to the American public. Daily articles 
appear in newspapers telling of fee splitting, kick- 
backs, overcharging; magazines feature articles on 
needless operations, the unavailability of physi- 
cians in emergencies. All of this adds up to ex- 
cellent publicity — but not for American Medi- 
cine. We have no adequate means for either de- 
fending ourselves or building up our position in 
the eyes of the people. Our battle ended. We 
disarmed. We released our public relations firm. 
We stopped mingling with the masses. After all, 
the people elect the legislators and if poor sanitary 
codes or pure food laws are passed, it is their 
own fault for electing someone who is not too well 
informed on health measures or perhaps not too 
honest. We are physicians, too busy to attend to 
mundane matters of protecting the public from 
ailments worse than disease. Why should we be- 
smirch our cloak of professional dignity with 
political matters even though they are of a med- 
ical or public health nature? Why should we 
concern ourselves with everyday problems of non- 
medical nature such as honest government? Or 
are we citizens, too? 

No general ever won a battle remaining on the 
defensive. If the associated medical sciences 
had progressed only as far as physician-patient 
relationship, we would still be practicing blood 
letting and wearing frock coats in operating rooms. 
It is time, physician, to heal thyself. It is time 
to keep a trust placed in you by the American 
public by participating as a true physician in all 
things pertaining to health whether it be in Wash- 
ington or city hall. It is time to let the public 
know what a physician’s life really is, what he 
‘eally does gratis, what gifts he has bestowed on 
\merican life, and in no better way can these 
\bjectives be accomplished than by adequate ex- 
vert public relations. It is time to become a real 
itizen and person. 

This is an age of iconoclasm. It is indeed 
langerous for an egoist to stand on a pedestal in 
ront of a mirror admiring what he believes he 





1953 Medical District Meetings 


“A”. Tallahassee October 19 


“B”, St. Augustine October 20 


“C”, Tampa October 21 


} 


‘D”, West Palm Beach October 22 
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sees. If the practice continues, he may find the 
pedestal removed, the mirror shattered, and the 
image he so ardently admired a nothingness which 
is himself. 


Gastronomy of Yesteryear 

In these days of phenomenal advances in the 
science of nutrition, and incidentally of remark- 
ably increased longevity, there are those who 
cherish a nostalgic longing to hark back to the 
good old days. A savory item furnishing food for 
thought came to light at the recent meeting of the 
American Medical Association in New York. This 
meeting was the centennial for one held there 
100 years ago. During the 1853 meeting the 
physicians of New York City entertained the 
visiting doctors at dinner in Metropolitan Hall, 
a bit lavishly it would seem, even for physicians 
in those times. 

The bill of fare offered three soups, four fish, 
six boiled meats, eight roasts, and two cold dishes, 
including boned turkey and boar’s head. There 
followed 16 entrees from which to choose, and for 
game the choice of five included grouse, red 
heads, broad bills, brandt and squabs, not to 
mention 10 vegetables, pickles and olives. In 
addition, pastries and confections numbered 11, 
and there were five ices for good measure. To 
vanquish remaining pangs of hunger, the visiting 
physicians and their hosts could turn to seven 
varieties of fruit as they lingered over their coffee. 

The photostatic copy of this menu presented 
to the editor of the Journal of the American Medi- 
cal Association is no doubt a prized possession 
(J. A. M. A. 152:712, June 20, 1953). Certainly 
it is century-old evidence of the admirable way 
in which men of medicine across the years have 
filled the role of gracious host. Mere contempla- 
tion of the sumptuous repasts of yesteryear have 
their gastronomic appeal, and not alone to the 
epicure, but even Southern hospitality in the best 
tradition would quail at a return to feasts of the 
good old days at today’s prices. 


Does Your Journal Keep You Posted? 

Look before you leap is time-honored advice. 
On occasion, read before you suggest also might 
be. When an effort was made at the Graduate 
Short Course last June to obtain suggestions on 
how to disseminate information more widely in an 
effort to interest more physicians in the course, 
two doctors at different times in almost identical 
words obligingly proposed that The Journal carry 
this information. Of course, the full page sched- 








Votume XL 


188 EDITORIALS AND COMMENTARIES NuMser 3 


ule of the annual June Short Course appears in 
the May issue each year with accompanying men- 
tion of the faculty. Also, appropriate notices 
published for several months before the meeting 
and a summary of the high lights of the course 
published afterward provide ample coverage of 
this important annual event for those who have 
eyes to read. 

Not too long ago, the suggestion was made 
that The Journal have a table of contents. Nat- 
urally, it has always had one, and now carries a 
full page spread that could hardly be missed. 
Even he who runs may read, scanning the items 
without difficulty. 

The Editors are nevertheless gratified that 
those who read carelessly or not at all regard The 
Journal as a foremost source of information on 
matters of moment to the members of the Asso- 
ciation. Too, they welcome constructive sugges- 
tions leading to its greater usefulness to the mem- 
bers. The Journal strives always to serve well 
those to whom it belongs. 


Changes in Disease Incidence 

During the first six months of this year there 
was a sharp increase in infectious hepatitis over 
the same period in 1952, and a sharp decrease in 
measles. In the same period, the decrease in 
malaria among civilians was significant, and the 
decrease among military personnel was particu- 
larly noteworthy, amounting to almost 90 per 
cent. Acute poliomyelitis cases increased by about 
25 per cent. These figures were recently an- 
nounced by the National Office of Vital Statistics. 


Physicians Almost Everywhere 

One sixth of the United States, in April 1950, 
was beyond a radius of 25 miles from a physician 
in active private practice. These 509,000 square 
miles, however, had but 237,000 inhabitants, or 
one fifth of 1 per cent of the entire population of 
the United States. These wide open spaces, 
where the nearest neighbor frequently is many 
miles away, are located mostly in the Rocky 
Mountain and Great Plains regions. The rela- 
tively small number of residents in this territory 
certainly disproves the numerous claims of recent 
years about the unavailability of physicians’ serv- 
ices in many parts of the United States. Bring- 
ing the true situation to light should settle many 
an argument. 

This interesting finding is but one of many 
facts established by the Bureau of Medical Eco- 
nomics Research of the American Medical Asso- 


ciation and the state medical associations in a 
joint study of medical service areas begun some 
years ago. The Bureau has recently published a 
39 map supplement (Bulletin 94A) to a book 
(Bulletin 94) to be published soon, and on its 
61 pages of maps are 15,192 marks indicating 
places in which one or more physicians are locat- 
ed. A mere glance at these maps indicates that 
physicians are located almost everywhere, except 
in the sparsely settled regions of the West. 


Report of Delegates to American Medical 
Association, 102nd Annual Session 
June 1-5, 1953, New York City 

The House of Delegates of the American Med- 
ical Association, in session at the Waldorf-Astoria 
Hotel during the 102nd Annual Meeting of the 
A. M. A. in New York City, took important policy 
actions on veterans’ medical care, medical ethics, 
osteopathy, intern training and a wide variety of 
subjects ranging from medical education to public 
relations. 

The House also named Dr. Walter B. Martin 
of Norfolk, Va., as president-elect of the American 
Medical Association for the coming year. Dr. 
Martin will become president at the June 1954 
meeting in San Francisco, succeeding Dr. Edward 
J. McCormick of Toledo, Ohio, who took office 
at a special inaugural session of the House of 
Delegates in the Hotel Commodore during the 
New York meeting. 

The New York meeting was the largest ever 
held in the history of the American Medical As- 
sociation, with the final figures on total atten- 
dance expected to reach or surpass 40,000, in- 
cluding nearly 18,000 physicians. 

Giving unanimous approval to a recommenda- 
tion from its Reference Committee on Insurance 
and Medical Service, submitted as a substitute 
for eight different resolutions concerning the treat- 
ment of non-service-connected disabilities by the 
Veterans Administration, the House adopted the 
policy that such treatment should be discontinued 
except in cases involving tuberculosis or psychi- 
atric or neurological disorders, 

In taking this action, the House reaffirmed 
and adopted the following recommendation origi- 
nally presented at the Denver meeting last De- 
cember by the Special Committee on Federal 
Medical Services: 

“Your Committee recommends with respect 
to the provision of medical care and hospitaliza- 
tion benefits for veterans in Veterans Administra- 
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tion and other federal hospitals that new legisla- 
tion be enacted limiting such care to the following 
two categories: 

“(a) Veterans with peacetime or wartime serv- 
ice whose disabilities or diseases are service-in- 
curred or aggravated, and 

“(b) Within the limits of existing facilities 
to veterans with wartime service suffering from 
tuberculosis or psychiatric or neurological disor- 
ders of non-service connected origin, who are un- 
able to defray the expenses of necessary hospitali- 
zation, 

“Your Committee recommends that the pro- 
vision of medical care and hospitalization in 
Veterans Administration hospitals for the remain- 
ing groups of veterans with non-service-connected 
disabilities be discontinued and that the respon- 
sibility for the care of such veterans revert to the 
individual and the community, where it rightfully 
belongs.” 

The reference committee report adopted by the 
House expressed complete accord with the present 
program of hospital and medical care for veterans 
with service-connected disabilities, and also in- 
cluded this statement: 

“It is the belief of your committee that the 
medical profession must concern itself, not with 
the numbers of ‘chiselers’ in Veterans Administra- 
tion hospitals nor with the efficacy of the Veterans 
Administration in the administration of enabling 
legislation, but rather with the broad question of 
whether such legislation is sound, whether the 
federal government should continue to engage in 
a gigantic medical care program in competition 
with private medical institutions and whether the 
ever-increasing cost of such a program is a proper 
burden to impose on the taxpayers of the country. 
A consideration of this problem must of course be 
predicated upon a concern for the health of the 
entire population and not just a particular seg- 
ment.” 

Eleven resolutions dealing with publicity re- 
garding unethical conduct of physicians were 
brought before the House as a result of recent 
newspaper and magazine articles reporting state- 
ments attributed to an official spokesman of an 
allied medical organization. The House adopted 
a committee report which recommended no action 
on the 11 resolutions but which reaffirmed the 
supremacy of the A. M. A. code of ethics and 
urged that the Judicial Council study suggested 
revisions concerning methods of billing. 

“The Principles of Medical Ethics as formu- 
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lated, interpreted and applied by the American 
Medical Association must be considered the only 
fundamental and controlling application of ethics 
for the entire profession,” the reference commit- 
tee report said. ‘Any statement relating to 
ethical matters by other organizations within the 
general profession of medicine advances views of 
only a particular group and is without official 
sanction of the entire profession as represented by 
the American Medical Association.” 

Condemning generalized statements regarding 
the ethics of physicians, the report went on to 
say: 

“Your reference committee believes that the 
harm done to the public and to the profession 
by the current articles which lower the confidence 
patients have in their doctors cannot be objec- 
tively evaluated. This highlights the fact that, 
when individuals or groups without official status 
in the American Medical Association utter or 
publish ill-considered statements, the result too 
often is that the confidence of the public in the 
medical profession is placed in jeopardy. 

“The reference committee believes that the 
members of the House of Delegates have demon- 
strated their devotion over the years to the prin- 
ciples of American democracy. This devotion 
includes the right of free speech. With this, the 
Committee agrees unqualifiedly. 

“Broad generalizations, ill-advised and poorly 
prepared statements that often fail to convey the 
intended meaning are most unfortunate and are to 
be deplored. Destructive critical comments serve 
no useful purpose. Your committee has the ut- 
most confidence that the great majority of our 
members are entirely capable of avoiding these 
pitfalls without additional advice from this com- 
mittee.” 

The report also urged that the American Med- 
ical Association continue to inform its members 
and the public of its stand on matters pertaining 
to abuses and evils in the practice of medicine. 

Most controversial issue brought before the 
House at the New York meeting proved to be the 
question of immediate or deferred action on the 
report of the Committee for the Study of Relations 
Between Osteopathy and Medicine. The House, 
after two hours of vigorous, spirited debate, adopt- 
ed the majority report of the Reference Com- 
mittee on Miscellaneous Business, thereby post- 
poning action until the June, 1954, meeting and 
allowing further study by the delegates and the 
state associations. 
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The recommendations of the Committee for 
the Study of Relations Between Osteopathy and 
Medicine were as follows: 

“1. That the House of Delegates declare that 
so little of the original concept of osteopathy re- 
mains that it does not classify medicine as cur- 
rently taught in schools of osteopathy as the 
teaching of ‘cultist’ healing. 

“2. That the House of Delegates state that 
pursuant to the objectives and responsibilities of 
the American Medical Association, which are to 
improve the health and medical care of the Amer- 
ican people, it is the policy of the Association to 
encourage improvement in the undergraduate and 
postgraduate education of doctors of osteopathy. 

“3. That the House of Delegates declare that 
the relationship of doctors of medicine to doctors 
of osteopathy is a matter for determination by 
the state medical associations of the several states 
and that the state associations be requested to 
accept this responsibility. 

“4. That the Committee for the Study of 
Relations Between Osteopathy and Medicine or a 
similar committee be established as a continuing 
body.” 

A minority report of the reference committee 
urged approval and adoption of those recommen- 
dations at the New York meeting. The majority 
report, which ultimately was adopted, included 
the following recommendations by the Board of 
Trustees: 

“Because of the length of the report and the 
controversial nature of the subject, the Board 
feels that the House should have adequate time 
for its study and that the state associations 
should have opportunity to express their opinions. 

“Therefore, it is recommended that the Com- 
mittee be continued but that action on the report 
be deferred until the June, 1954, session. It is 
suggested that at that time the House be prepared 
to answer the following questions: 

“1, Should modern osteopathy be classified 
as ‘cultist’ healing? 

“2. Since’ the objectives of the American 
Medical Association include improvement in un- 
dergraduate and postgraduate education, should 
doctors of medicine teach in osteopathic schools? 

“3. Should the relationship of doctors of 
medicine to doctors of osteopathy be a matter for 
determination by the several state associations?” 

Five resolutions came before the House with 
regard to the Essentials of an Approved Intern- 
ship, which were adopted at the December, 1952, 
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meeting. The Reference Committee on Medical 
Education and Hospitals recommended a substi- 
tute resolution which was adopted by the House 
after considerable discussion. The action abolishes 
the rule whereby approval may be withdrawn 
from an internship program that for two con- 
secutive years fails to obtain at least two-thirds 
of its slated complement of interns. The resolu- 
tion also calls for further study of the essentials 
by a committee appointed by the Speaker of the 
House, at least half of whom are physicians in 
private practice not connected with medical 
schools or affiliated hospitals. 

Among the many other actions taken, the 
House reaffirmed its endorsement of the principles 
embodied in Senate Joint Resolution No. 1 con- 
cerning international treaties or agreements which 
interfere with domestic laws or right, and it ap- 
proved a resolution deploring a derogatory article 
about the American Medical Association which 
appeared recently in the Home Life Magazine. 
The latter resolution was referred to the Board 
of Trustees for implementation. 

Highlights of the opening day session of the 
House were addresses by Dr. Louis H. Bauer, 
who delivered his term-end report as retiring 
president; Dr. Edward J. McCormick, who spoke 
on that day as president-elect, and Mrs, Oveta 
Culp Hobby, United States Secretary of Health, 
Education and Welfare, and selection of the win- 
ner of the 1953 Distinguished Service Award. 

Dr. Bauer, referring to charges of unethical 
practices among some doctors, declared that all 
members of the medical profession “should not be 
tarred with the same stick.” 

Dr. McCormick outlined a nine point program 
for further improvement in the nation’s medical 
care and expressed the hope that “their further 
development will solve many of medicine’s prob- 
lems and eliminate much of the criticism to which 
we are subjected.” 

Mrs. Hobby told the delegates that the present 
administration in Washington is looking with con- 
fidence to the nation’s physicians for leadership 
in meeting the challenge of modern medical care 
problems. 

The 1953 Distinguished Service Award was 
voted to Dr. Alfred Blalock of Baltimore for his 
outstanding work in vascular surgery and his part 
in the development of the so-called “blue baby” 
operation. Dr. Blalock, chief surgeon at Johns 
Hopkins Hospital and professor of surgery at 
Johns Hopkins University School of Medicine, 
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received the award during ceremonies preceding 
the presidential Thursday night, 
June 2. 

In addition to the selection of Dr. Martin as 
president-elect, the House also elected Dr. Carl 
H. Gellenthien of Valmora, N. M., to the office 
of vice president. He succeeds Dr. Leo F. Schiff 
of Plattsburgh, N. Y. 

Re-elected to office were: 

Dr. George F. Lull, Chicago, Secretary and 
General Manager; Dr. J. J. Chicago, 
Treasurer; Dr. James R. Reuling, Bayside, N. Y., 
Speaker of the House of Delegates; Dr. E. Vin- 
Askey, Los Angeles, Vice Speaker of the 
Dr. Edwin S. Hamilton, Kankakee, IIl.. 
and Dr. Gunnar Gundersen, La Crosse, Wis., 


inauguration 


Moore, 


cent 
House; 
as 
members of the Board of Trustees. 

The House elected Dr. Julian P. of 
C., to fill Dr. Martin’s unexpired 


Price 
Florence, S. 
term on the Board of Trustees. The House elected 
Dr. Louis M,. Orr, II, of Orlando as a member of 
the Council on Dr. M. 
Orr, II, was re-elected Chairman of the Committee 
Dr. Homer L. Pear- 


ecn, Jr., of Miami is at present serving a five year 


Medical Service. Louis 


on Federal Medical Services. 
term as a member of the Judicial Council. 


Resolutions Introduced by the Florida 
Delegation and Action by the 
Heuse of Delegates 
1) Resolution on Paul R. Hawley, FACS: 
WHEREAS, Over the past few years it has been 
the avowed desire of the American Medical Asso- 
ciation and its component societies to promote a 
policy of improved public relations; and 
WHEREAS, This policy has been, through the 
efforts of and individual 
members, attended with a remarkable degree 


specific committees 


al 
success; and 

WHEREAS, This state of favorable public rela- 
tions has been alluded to as the greatest bulwark 
against the advent of socialized medicine: and 

WHEREAS, The greatest blow to this policy on 
public relations and a consummate and open vio- 
lation of the code of medical ethics has been ac- 
complished through the public utterances of a 
member of the American Medical Association in 
regard to splitting of fees, unnecessary surgery, 
and ghost surgery, namely, Dr. Paul R. Hawley, 
and this undesirable effect has been fostered by 
the equally public affirmation of another member 
of the American Medical Association, namely, Dr. 
Evarts Graham; and 
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WHEREAS, This unfortunate publicity has 
created distrust of and has lowered public confi- 
dence in physicians generally; therefore be it 
Resolved, By the Florida Medical Association 
that such methods of attacking the problem of 
unethical practices are unsound and are opposed 
to the best interests of the public and the medical 
profession; and be it further 
Resolved, That a copy of this resolution be 
spread upon the minutes of the Florida Medical 
Association, and that a copy be sent to the Chair- 
man of the Board of Regents of the American 
College of Surgeons; and be it further 
Resolved, That this resolution be carried, to 
the floor of the House of Delegates of the Ameri- 
can Medical Association by the delegates of. the 
Florida Medical Association so that it can be given 
proper consideration and appropriate action. 
Action this Your 
recommends no action on this resolution but in- 
stead that the House give careful objective con- 
sideration to the ethical problem involved. 


on Resolution: committee 


This resolution was ene of 11 introduced and 
action on all resolutions may be summarized by 
the following statement patterned after the resolu- 
tion introduced by the deiegate from Wisconsin: 

“The Principles of Medical Ethics as formu- 
lated, interpreted, and applied by the American 
Medical Association must be considered the only 
fundamental and controlling application of ethics 
for the entire profession. Any statement relating 
to ethical matters by other organizations within 
the general profession of medicine advance views 
of only a particular group and is without official 
sanction of the entire profession as represented 
by the American Medical Association.” 


2) Resolution on General Practitioner Award: 
(presented by Dr. Louis M. Orr, IT) 
WHEREAS, The medical profession and the 


nation’s medical schools are currently making a 
definite effort to encourage a revived interest in 
general practice; and 

WHEREAS, There is positive evidence that dur- 
ing the past four or five years an increasing per- 
centage of medical students plan to enter general 
practice; and 

WHEREAS, Tnioughout the nation many young 
physicians already are making excellent records 
as general practitioners; therefore be it 

Resoived, That the American Medical Associa- 
tion, in its annual selection of the General Practi- 
tioner of the Year, make a definite effort to give 
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consideration to the younger physicians who are 
doing fine work as family doctors. 

This resolution was referred to the Reference 
Committee on Reports of Board of Trustees and 
Secretary. Action was as follows: 

Resolution on General Practitioner Award: 
After careful consideration of this resolution, your 
committee believes that no action on it is needed, 
because adequate consideration is already being 
given to its objectives by the Board of Trustees. 
3) Resolution on Today’s Health: 

Dr. Louis M. Orr, II, Florida, introduced the 
following resolution, which was referred to the 
Reference Committee on Reports of Board of 
Trustees and Secretary. 

WHEREAS, We are highly conscious of the po- 
tency of the physician’s office as an integral part 
of sound medical public relations; and 

WHEREAS, We are of the belief that the Ameri- 
can Medical Association’s publication Today’s 
Health is designed to serve the interests of the 
lay public from the standpoint of good health in- 
formation; and 

WHEREAS, We feel more physicians’ offices 
should have a copy of Today’s Health available 
to the physicians’ patients; now therefore be it 

Resolved, That the Florida Medical Associa- 
tion petition the House of Delegates of the Ameri- 
can Medical Association to authorize the setting 
aside of $1.50 of the annual dues of each of the 
dues-paying members of the American Medical 
Association for the purpose of purchasing a sub- 
scription to Today’s Health to be addressed to 
the office of each of the physicians. 

Action by Reference Committee: 

Resolution on ‘‘Today’s Health”: The adop- 
tion of this resolution would necessarily cause a 
large increase in the expenditure of funds by the 
Association. In addition, other plans have been 
proposed for a wider distribution of Today’s 
Health. Therefore, your committee recommends 
that this resolution be not adopted. 

This report is respectfully submitted, 

Louis M. Orr, II 
Delegate 

Reuben B. Chrisman, Jr. 
Delegate 


Tri-State Obstetric Seminar 
September 14-16, 1953 


The Tri-State Obstetric Seminar will be held 
at the Sheraton Beach Hotel in Daytona Beach 
on September 14, 15 and 16. Sponsors of the 
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meeting are the Committee on Maternal Welfare 
of the Florida Medical Association and the 
Bureaus of Maternal and Child Health of South 
Carolina, Georgia and Florida. 


On Monday morning, September 14, the dis- 
tinguished lecturers and their subjects will be: 
“Heart Disease in Pregnancy,” Dr, Charles A. 
Poindexter, Professor of Medicine, New York Uni- 
versity-Bellevue, New York; “Surgery on the 
Pregnant Woman and the Newborn Child,” Dr. 
Alton Ochsner, Director, Division of Surgery, 
Ochsner Clinic, New Orleans; “Operative Obstet- 
rics,” Dr. M. Edward Davis, Joseph B. DeLee 
Professor, Obstetrics and Gynecology, the Uni- 
versity of Chicago, Chicago; and “Anesthesia and 
Analgesia in Normal and Operative Obstetrics,” 
Dr. Perry P. Volpitto, Professor of Anesthesiology, 
Medical College of Georgia, Augusta. 


Two lectures will open the program on Tues- 
day morning: “Intra and Postpartum Hemor- 
rhage,” Dr. Allan C. Barnes, Professor of Obstet- 
rics and Gynecology, Ohio State University, 
Columbus; and “Abortions,” Dr. Carl P. Huber, 
Professor of Obstetrics and Gynecology, Indiana 
University, Indianapolis. There will follow a dis- 
cussion on Maternal and Fetal Mortality Trends 
in South Carolina, Georgia and Florida by rep- 
resentatives from state health departments and 
state medical associations with Dr. E. Frank 
McCall of Jacksonville serving as moderator. 


Wednesday is designated Pediatric Day, and 
on that morning the program will consist of three 
lectures: ‘“‘Maternal and Infant Factors Relat- 
ing to Prematurity,” Dr. Edith L. Potter, Asso- 
ciate Professor of Pathology, Department of Ob- 
stetrics and Gynecology, University of Chicago, 
Chicago; “Problems of the Premature Infant,”’ 
Dr. Robert B. Lawson, Professor of Pediatrics, 
Bowman-Gray School of Medicine, Wake Forest 
College, Winston-Salem, N. C.; and “Care of the 
Newborn Infant,” Dr. Hugh A. Carithers, Jack- 
sonville, Florida Chairman and member of Com- 
mittee on Foetus and Newborn, American Acad- 
emy of Pediatrics. 


Round table discussions are scheduled for 
Monday afternoon, Tuesday night and Wednes- 
day afternoon. Dr. Fred L. Adair, former Profes- 
sor of Obstetrics and Gynecology, University of 
Chicago, Chicago, will lead the guest speakers in 
their participation in these discussions. Tuesday 
afternoon will be devoted to recreation. 
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| BIRTHS, MARRIAGES AND DEATHS | 
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Births 


Dr. and Mrs. John H. Tanous of Miami Beach an- 
nounce the birth of a son, John Harrington, III, on June 
2, 1953. 


Dr. and Mrs. Hyman Merlin of Miami announce the 
birth of a son, Ellis Jay, on June 28, 1953. 


Dr. and Mrs. Clifford E. Vinson of Williston an- 
nounce the birth of a son, Joseph Hjalmar, on July 2, 
1953. 

Dr. and Mrs. Thomas C. Frell of Hialeah announce 
the birth of a son, Thomas, on July 7, 1953. 


Dr. and Mrs. George P. Beach of Daytona Beach an- 
nounce the birth of a daughter on July 12, 1953. 


Dr. and Mrs. Samuel M. Wells of Jacksonville an- 
nounce the birth of a son, Samuel Mauldin, Jr., on July 
26, 1953. 

Dr. and Mrs. George I. Raybin of Jacksonville an- 
nounce the birth of a daughter, Judith Ann, on Aug. 
2, 1953. 


Marriages 
Dr. Cecil M. Hogan and Mrs. Marjorie Pat Ray, both 
of Jacksonville, were married on Aug. 1, 1953. 
Deaths — Members 
Palay, Lewis, Miami Beach July 16, 1953 
Deaths — Other Doctors 


March 26, 1953 


Romano, Joseph J., Coral Gables 
June 1, 1953 


Bull, Homer T. R., Geneseo, N. Y. 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Beaumont, Godfrey L., Sebring 

Habegger, Myron L., Cocoa 

Hodges, Leonard I., Coral Gables 

Migliore, Anthony D., Arcadia 

Parks, Raymond E., Miami 

Perdue, Maxine R., Miami 

Roy, Robert L., Miami 

Schmidt, Ivan C.,-West Palm Beach 

Wilson, Robert D., Tampa 


Medical Officers Returned 
Dr. Bennett B. Harvey, who entered military 
service on Oct. 14, 1950, was released from active 
duty on Feb. 28, 1953 with the rank of major, 
U.S. Army. His address is Laboratory Service, 
V. A. Hospital, Lake City. 


Dr, Vernon L. Fromang of Vero Beach spoke 
on polio at a meeting of the Kiwanis Club of 
Vero Beach in July. 

— 


Dr. Chester H. Murphy of Bartow represented 
the Bartow Rotary Club at the International 
Convention held in Paris in May. 


aw 


Dr. James N. Patterson of Tampa has re- 
turned to his practice after attending a two weeks 
course in hematology at Michael Reese Hospital 
in Chicago in July. 

se 


Dr. Walter T. Hotchkiss of Miami Beach has 
been elected to a three year term on the Board of 
Directors of the American Hearing Society. 


a 
Dr. Walker Stamps of Jacksonville was reap- 
pointed to the Duval County Welfare Board by 
Governor Dan T. McCarty. 


aw 


Dr. Aubrey Y. Covington of Starke served two 
weeks, July 5 to 19, on annual maneuvers with 
the Medical Corps Florida National Guard at 
Fort McClellan, Ala. 

Zw 


Dr. Nathaniel M. Levin of Miami has been 
awarded a citation for his work in rehabilitating 
the handicapped by the Miami Chamber of Com- 
merce’s Employ the Physically Handicapped Com- 
mittee. 

Sw 


Dr. Hugh West of DeLand has taken a leave 
of absence from his practice to travel abroad, 
during which time he will visit hospitals in Lon- 
don and in Heidelburg, Germany. 

4 


Dr. Frederick E. Farrer of Miami spoke at a 
meeting of Gamma group of Delta Zeta in July. 


sw 


Dr. Edwin P. Preston of Miami received an 
appreciation plaque for his “outstanding service” 
as president of the Heart Association of Greater 
Miami. He was presented the plaque by his suc- 
cessor, Dr. Milton S. Saslaw of Miami. 
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Dr. Fred H. Albee, Jr., of Orlando has ac- 
cepted an Annie C. Kane Fellowship in ortho- 
pedic surgery at the New York Orthopedic Hos- 
pital, to begin September 1, 1953. This Hospital 
is a component part of the Columbia Presbyterian 
Medical Center. Dr. Albee will be away from 
his practice for one year. 

4 


Dr. Arthur R. Beyer of Tampa announces the 
association of Dr. Philip G. Creese with him in 
the practice of general surgery at 405 Citizens 
Building. 

4 

Dr. Richard F, Stover of Miami has been 
elected president of the Dade County Health 
Council. 

vw 


Dr. James D. Moody of Orlando entered medi- 
cal service with the U. S. Army on July 3, 1953 
with the rank of captain. 
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Scientific Program for the 80th Annual Con- 
vention: Plans are now underway for the 
preparation of the Scientific Program for the 80th 
Annual Convention of the Florida Medical Asso- 
ciation to be held at Hollywood, beginning April 
25, 1954. 

It is most desirable that the high quality of 
the previous programs be continued. In order to 
do this, your committee must have many papers 
and a wide range of subjects. It is, therefore, 
urged that you submit any proposed papers to- 
gether with a brief resume of the subject to be 
discussed to the committee at an early date. 

Applications must be received by early No- 
vember, 1953 and should be mailed to Jere W. 
Annis, M.D., Chairman, Scientific Work Com- 
mittee, Box 1021, Lakeland, Florida. 

Specialty groups desiring their speakers on the 
state program must advise the Scientific Work 
Committee by November. 
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Advertising rates for this column are $5.00 per inser- 
tion for ads of 25 words or less. Add 20c for each addi- 
tional word. 


LOST: One old gold earring with small diamond 
during Annual Convention Hollywood Beach Hotel 
Very valuable to owner. Reward. Write William H. 
Grace, M.D., 71 First Street, Fort Myers, Fla. 


FOR SALE: “Profexray” twenty milleamp stationary 
x-ray with fluoroscope, wall casette holder, all equipment. 
Half price. Located Panama City, Florida. Write Donald 
Anderson, M.D., 1013 Royal St., New Orleans, Louisiana. 


LOCATION WANTED: Surgeon, Board Certified, age 
36, married, category IV, interested in group or asso- 
ciation or location to practice. Will do small amount of 
general practice in turn with a group. No OB. Write 
69-97, P. O. Box 1018, Jacksonville, Fla. 


DOCTOR: Wishing affiliation, partnership, or to buy 
general and obstetrical practice, or will rent space to 
doctor wishing to locate near new Baptist Hospital. Write 
C. D. Rollins, M.D., 1402 Miami Rd., Jacksonville, Fla. 


FOR SALE: Fully equipped office and large general 
medical practice on Lincoln Road, Miami Beach, X-Ray, 
Electrocardiograph, Basal, Microtherm, complete labor 
atory, colorimeter, Frigidaire, many rooms. Price reason 
able. Illness. Write 4000 Collins Ave., Room 105, Miami 
Beach, Fla. 


Bay 
The Bay County Medical Society has paid 
100 per cent of its state dues for 1953. 
Broward 


Members of the Broward County Medical 
Association are giving a series of free lectures on 
medicine in Fort Lauderdale. The course is 
sponsored by the adult and vocational division oi 
the county’s public school system, and -the. classes 
are being held on Tuesday and Thursday nights 


Dade 


The regular monthly meeting of the Dade 
County Medical Association was held on August 
4. No scheduled scientific programs were pre- 
sented at the summer meetings. 

The Dade County Medical Association has or- 
dered 1,000 A.M.A. office plaques, “To All My 
Patients,” to be placed in each doctor's office. 

Lake 

Dr. Lorenzo L. Parks of Jacksonville spoke 
to the Lake County Medical Society on August 5 
on “Poliomyelitis and the Gamma_ Globulin 


Supply.” 
(Continued on page 196 
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The inevitable restrictions of advancing years, the reduced activity and a lowered intake of 
bulk-producing foods all contribute to the high incidence of constipation in older persons. 





CONSTIPATION IN THE AGED 


Constipation is almost a universal complaint of geriatric patients 


“requently, too, the protracted use of cathar- 
ics has left the colon in an atonic state and 
t is no longer capable of effecting a normal 
»vacuation. 

Metamucil has long been recommended for 
he treatment of constipation in the elderly. 
\ highly refined vegetable product which is 
ree from irritants, Metamucil effects a natu- 
al mechanical stimulus in the colon which 
ielps the dysfunctioning muscles to regain 


ind maintain their normal tone. 





Metamucil may be safely prescribed for 
prolonged use without fear of dependence, 
intestinal irritations or allergic reactions. 

Metamucil® is the highly refined mucilloid 
of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) 
as a dispersing agent. It is accepted by the 
Council on Pharmacy and Chemistry of the 
American Medical Association. 


SEARLE Research in the Service of Medicine 
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(Continued from page 194) 


Manatee 


The Manatee County Medical Society cooper- 
ated with the Bradenton Junior Woman’s Club, 
the Manatee County Health Department and the 
State Board of Health in sponsoring a diabetes 
survey in Manatee County in July. 

The Manatee County Medical Society has 
paid 100 per cent of its state dues for 1953. 


Palm Beach 


The series of free medical forums sponsored 
by the Palm Beach County Medical Society was 
discussed at a called meeting on July 28. The 
first topic discussed on August 4 was “Facing 
Facts About Cancer.” 


Sarasota 


Dr. Frederick D. Droege, Sarasota, chairman 
of the Committee on Public Relations, Sarasota 
County Medical Society, has announced that the 
Society will sponsor a radio program. 


OBITUARIES 


Daniel Angus McKinnon 


Dr. Daniel Angus McKinnon of Marianna 
died on March 17, 1953, in Bataan Memorial 
Hospital, Albuquerque, N. M., after a lingering 
illness. He was 75 years of age. Interment took 
place in Albuquerque. 

A native Floridian, Dr. McKinnon was born 
in Marianna in 1877. A member of a pioneer 
West Florida family, he was the son of Daniel L. 
and Mary Attaway McKinnon. Upon being 
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awarded the degree of Doctor of Medicine in 
1906 by the Tulane University of Louisiana 
School of Medicine, he returned to Marianna 
where he engaged in the private practice of inter- 
nal medicine for nearly half a century. 


Locally, Dr. McKinnon was active in civic 
affairs. He was elected repeatedly to the City 
Council and served on the Chamber of Com- 
merce. He was a Mason, a Rotarian and an 
Episcopalian. 

Dr. McKinnon was a life member of the 
Jackson-Calhoun County Medical Society, the 
Florida Medical Association and the American 
Medical Association. He had served many times 
as president of his county medical society and 
also on numerous committees. Early in the cen- 
tury he was instrumental in obtaining Mari- 
anna’s first hospital, and he was also most active 
in promoting the present Jackson Hospital. He 
was chief of staff of the Jackson Hospital from 


the time of its opening in 1941 until his death. 
Survivors include the widow, Mrs. Pearl Pitt- 


man McKinnon, and one daughter, Mrs. John 
Granger, both of Marianna; one son, Dr. D. A. 
McKinnon, Jr., of the Lovelace Clinic, Albuquer- 
que; one brother, Francis T. McKinnon of Mari- 
anna; and two sisters, Mrs. Mae McKinnon Wil- 
son of Marianna and Mrs. George E. Anderson of 
Washington, D. C. Seven grandchildren and one 
great-grandchild also survive. 





From RivaR SIDE 
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MIAMI MEDICAL CENTER 


P. L. DODGE, M.D. 
Medical Director and President 


1861 N. W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Modern 
diagnostic and treatment procedures — Psycho- 
therapy, Insulin, Electroshock, Hydrotherapy, 
Diathermy and Physiotherapy when _ indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 
yacht. 


Information on request 
Member American Hospital Association 
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Henry Boyleston Cordes 


Dr. Henry Boyleston Cordes of Frostproof 
died on March 30, 1953, in the Lake Wales Hos- 
pital after suffering a heart attack a few weeks 
previously, He was 65 years of age and had been 
in failing health for several years. 

Dr. Cordes was born in Charleston, S. C., on 
June 13, 1887. He was graduated from the 
Emory University School of Medicine in Atlanta 
in 1915. Entering World War I in April 1917, 
he served in France as a captain in the Medical 
Corps. 

In 1920 he located in Frostproof, where he en- 
gaged in the general practice of medicine until a 
short time before his death. 
civic and community affairs, he was a former 
member of the City Council and a past president 
of the Rotary Club. He was a member of the 
Episcopal Church. 

On his sixty-fifth birthday, June 13, 1952, 
Dr. Cordes was honored by the city and _ sur- 
rounding community at a public gathering. It 
was stated on that occasion that he had been the 
attending physician at the birth of more than 
2,000 babies. 


Dr. Cordes was a member of the Polk County 
Medical Society and had for 30 years held mem- 
bership in the Florida Medical Association. He 
was also a member of the American Medical Asso- 
ciation. 


Always active in 


In 1915, Dr. Cordes was united in marriage 
with Miss Alice Corbett, who survives him. Also 
surviving are one daughter, Mrs. Huey W. Nobles, 
and a grandson, Everett Gilbreath, both of Frost- 
proof; one brother, L. S. Cordes, and two sisters, 
Miss Charlotte Cordes, and Mrs. P. E. 
of Jacksonville. 


Law, all 





1953 Medical District Meetings 


“A”, Tallahassee October 19 


“B”, St. Augustine October 20 
“C", Tampa October 21 


October 22 


“D”, West Palm Beach 
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Advertisement 
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ae! From where I sit 


4y Joe Marsh 








Hear About the Electric 
Weather Predictor? 


Squint Smith built up a reputation 
last month by predicting the weather. 
What he said usually came true. 


It got so that folks would sit around 
his little Antique Shop just to get his 
opinion. 

Last Monday, though, he said he 
didn’t know what the weather was 
going to be like next day. That sur- 
prised us and when we asked what 
happened, Squint said, “‘Slipped up on 
my electric bill and everything was 
turned off. I’ll get to my radio again 
tomorrow though.”’ Squint had been 
getting the weather reports over the 
radio—just like anyone else! 

From where I sit, that’s the way it 
goes with some “‘experts.”’ They often 
don’t have any more inside informa- 
tion than you can get for yourself. 
Like those who would tell people how 
to practice their professions . . . like 
those who “‘know”’ cider is the only 
thirst-quencher. Far as I’m concerned, 
Til take beer. But—I won’t try to 
“predict” your choice for you. 


Pre Mase 


Copyright, 1953, United States Brewers Foundation 
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PAUL B. ELDER COMPANY 
BRYAN, OHIO, U. S. A. 
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Public Relations 


Public relations is a good subject to think 
about because it is the least generally understood 
activity in organizational endeavor. The name in 
It is accepted by many as a 
something 


itself is misleading. 
departmental function of a group 
every going concern employs in some way, a 
panacea function of its own and a desirable prac 
tice. Activities are labeled public relations as 
though the title identified the act as something 
beneficial, when, in fact, public relations is a 
cumulative result of a practice and its desirability 
is contingent upon whether whatever is practiced 
is good or bad. Hence, we arrive at the verdict 
good public relations or bad public relations. 


0 


Just as the predominant thought direction of 
an individual shapes his character and controls 
the course he inevitably pursues, creating a defi- 
nite impact of personality upon his immediate 
environment, so the prevailing attitude of a group 
is formulated by the predominant factors which 
emerge from the thinking of its members. This 
impact of an organization upon society is classi- 
fied as its public relations. 

Whether this is a successful impact or a re- 
grettable one is not always obvious until the posi- 
tion of a group is jeopardized by an unfavorable 
impression built up in the public mind. The 


alarm goes out! The P. R. Kit is reached for 
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ke a medicine chest and volunteers are briefed 
n emergency first aid. This Band-Aid® treat- 
ient is risky because the short course recruits 
vho rush out to minister to public opinion find 
brasions too deep and trauma too wide-spread 
or the surface therapy employed by persons who 
iever think of the public except in nebulous form 

. people they do not know. 

Since this P, R. Kit is vital and indispensable 
to every organization, industrial and civic as well 
is social, it bears out its versatility and testifies 
to its fundamental importance as a prerequisite 
ingredient to intelligent functioning by any group. 

Like any quality it loses its value unless it is 
It can not be applied 
To be ef- 


integrated into the whole. 
like a salve nor worn like a garland. 
fective it has to be interwoven throughout the 
group like the thin red thread which is found in 
quality rope. It is never obvious but its presence 
is looked for and appreciated by people who value 
top brand and plan to tie up with it. 

How is this quality integrated so that it re- 
sults in top brand public relations? By first per- 
fecting the inner weave of the organizational 
fabric through self-education. 

“Know How” is the controlling factor in the 
use and abuse of any potential, and public rela- 
tions has a large potential for good as well as bad. 

Mrs. C. Robert DeArmas 





Doctor, Journal Advertisers 
Merit and Appreciate 


Your Patronage 











199 


+ 





Cook County Graduate Schoo! of Medicine 


POSTGRADUATE COURSES 1953 
SURGERY Intensive Course in Surgical Technic, Two 
Weeks, starting September 14, September 28, October 
12. Surgical Technic, Surgical Anatomy & Clinical 
Surgery, Four Weeks, starting October 26. Surgical 
\natomy & Clinical Surgery, Two Weeks, starting 
November 9. Gallbladder Surgery, Ten Hours, start 
ing October 26. General Surgery, One Week, starting 
October 5. Surgery of Colon & Rectum, One Week, 
starting September 21. Basic Principles in General 
Surgery, Two Weeks, starting September 21. Thoracic 
Surgery, One Week, starting October 12. Esophageal 
Surgery, One Week, starting October 19. Breast & 
Thyroid Surgery, One Week, starting October 26. 
Fractures & Traumatic Surgery, Two Weeks, starting 
October 26 
GYNECOLOGY 
ing September 21. 
gery, One Week, 
OBSTETRICS 
ing October 5 


Intensive Course, Two Weeks, start- 
Vaginal Approach to Pelvic Sur 
starting November 2 


Intensive Course, Two Weeks, start 


DERMATOLOGY Intensive Course, Two Weeks, 
starting October 19 

MEDICINE Electrocardiography & Heart Disease, 
Two Weeks, starting October 12. Intensive General 


Course, Two Weeks, starting September 28 (ras 
troenterology, Two Weeks, starting October 26. Al 
lergy, One Month and Six Months, by appointment 
CYSTOSCOPY Ten-Day Practical Course starting ev 
ery two weks, 
UROLOGY Intensive Course, Two 
September 28 


Weeks, starting 
Teaching Faculty: 
Aitending Staff of Cook County Hospital 
Address: 
Registrar, 707 South Wood Street, 


Chicago 12, Mlinois 


















BROWN SCHOOLS 
___ For Exceptional. Children 


























including Summer 
Camp, for children, tiny tots through 
teens, with educational and emotional 
problems. Seven separate residence cen- 
ters, both suburban and ranch, for homo- 
geneous grouping; complete recreational 
and academic programs. Under the daily 
supervision of a Certified Psychiatrist. 


Year-round school, 


Full time Psychologist and Registered 
Nurses. Write today for View Book; full 
details. 


BERT P. BROWN 
President 


PAUL L. WHITE, M.D., F.A.P.A. 
Medical Director 





P.O. Box 4008-J 
AUSTIN, TEXAS 















VotuMe XL 
NuMBER 3 
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For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 


Brand of theobromine-calcium salicylate, ° — a 
anita 4, Oe, OF action, diminishes dyspnea and reduces edema. 


'Bilhuber-Knoll Corp. Orange, N. J. 
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THE 
MEDICAL PROTECTIVE 
COMPANY 
Fort WAYNE. INDIANA 
PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 
specialized service 
assures “know-how” , / / / , / i; / la / 
Cy Tllen s fnvati ome 
MILLEDGEVILLE, GA. 
Established 1890 
ae For the treatment of 
ST. PETERSBURG Office: NERVOUS AND MENTAL DISEASES 
Calvin Bi R Grounds 600 Acres 
alvin bimer, Kep., | ‘ae Buildings Brick Fireproof 
k . ‘omfortable Convenient 
6434 Lake Shore Drive, | Site High and Healthful 
Telephone 32-204 | I. W. Atien, M.D., Department for Men 
| Hf. D. Atren, M.D., Department for Women 
iy | Terms Reasonable 
b + 
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Floric Medical Districts 
A-» orthwest 
B-' ortheast 


C-S uthwest 

D-S \uitheast 
florid. Specialty Societies 
\cade'ny of General Practice 
\llerg: Society 
Anesthesiologists, Soc. of 
Chapter, Am. Coll. Chest Phys. 
Derm. ind Syph., Soc. of 
Health Officers’ Society 


Industrial & Railway Surgeons 
Neurology & Psychiatry 
Ob. and Gynec. Society 


Ophthal. & Otol., Soc. of 
Orthopedic Society 
Pathologists, Society of 
Pediatric Society 


Proctologic Society 

Radiological Society 

Urological Society 

I lorid 
Basic Science Exam. Board 
Blood Banks, Association 
Blue Cross of Florida, Inc. 
Bluc Shield of Florida, Inc. 
Cancer Council 
Clinical Diabetes Assn. 
Dental Society, State 
Heart Association 
Hospital Association 
Medical Examining Board 
Medical Postgraduate Course 
Nurses Association, State 
Pharmaceutical Association, State 
Public Health Association 
Trudeau Society 
Tuberculosis & Health Assn. 
Woman’s Auxiliary 

American Medical Association 
A.M A. Clinical Session 


Southern Medical Association 
Alabama Medical Assoeiation 
Georgi:, Medical Assn. ot 

S.E. Hospital Conference 

Southe. stern Allergy Assn. 

Southe stern, Am. Urological Assn. 
aoe tern Surgical Congress 
Gulf ( 


st Clinical Society 





Gervessem, 1953 
ORGANIZATION 
Flori’ Medical Association 


PRESIDENT 


SCHEDULE OF MEETINGS 


SECRETAR y 





| Frederick K. Herpel, W. Palm Bch. 
John D. Milton, Miami 
Francis M. Watson, Marianna 
William C. Thomas, Jr., Gainesville 
| Emmett E. Martin, Haines City 
| Erasmus B. Hardee, Vero Beach 
| Raymond R. Killinger, Jacksonville 
| James H. Putman, Miami 
Adelbert F. Schrimer, Orlando 
Nathaniel M. Levin, Miami 








| Morris Waisman, Tampa 
| Lorenzo L. Parks, Jacksonville 
| Lloyd J. Netto, West Palm Beach 
William H. McCullagh, Jacksonville 
| Ferdinand Richards, Jacksonville .... | 
| Mozart A. Lischkoff, Pensacola 
| Herschel G. Cole, Tampa 
| Alfred E. Cronkite, Fort Lauderdale | 
| Charlotte C. Maguire, Orlando } 
| John J. Cheleden, Daytona Beach 
| Nelson T. Pearson, Miami 
Frank M. Woods, Miami | 








| Mr. Paul A. Vestal, Winter Park 
James N. Patterson, Tampa 
Mr. C. Dewitt Miller, Orlando 
Leigh F. Robinson, Ft. Lauderdale — | 
Ashbel C. Williams, Jacksonville 
| Fred Mathers, Orlando 
L. M. Schulstad, D.D.S., Bradenton | 
H. Milton Rogers, St. Peteisburg 
Mr. T. F. Little, Daytona Beach | 
| Amsie H. Lisenby, Panama City 
Turner Z. Cason, Jacksonville 
| Mrs. Mary Livingston, W. P. Beach | 
|Mr. A. W. Morrison, Miami 
Mr. Angus Laird, Tallahassee 
Hawley H. Seiler, Tampa 
| Leffie M. Carlton, Jr., Tampa 
| Mrs. Thomas C. Kenaston, Cocoa 
idward J. McCormick, Toledo, O. 
Edward J. McCormick, Toledo, O. 
Walter C. Jones. Miami 
D. O. Morgan, Gadsden 
Wm. P. Harbin, Jr., Rome 
Charles W. Holmes, Memphis, Tenn. 
Walker L. Rucks, Memphis, Tenn. 
Russell B. Carson, Fort Lauderdale 
J. R. Young, Anderson, S. C. 
Tavs Ziemon. Mohile. Ala 





Samuel M. Day, Jacksonville 
Council Chairman 

George S. Palmer, Tallahassee 
Thomas C. Kenaston, Cocoa 

Clyde O. Anderson, St. Petersburg 
Russell B. Carson, Ft. Lauderdale 


Leo M. Wachtel, Jr., Jacksonville 
Solomon D. Klotz, Orlando 
Breckenridge W. Wing, Orlando 
Hawley H. Seiler, Tampa 

Joseph A. J. Farrington, Jacksonville 


Clarence L. Brumback, W. Palm Beach 


John H. Mitchell, Jacksonville 
Roger E. Phillips, Orlando 
J. Champneys Taylor, Jacksonville 


| Carl S. McLemore, Orlando 


Newton C. McCollough, Orlando 
Clarence W. Ketchum, Tallahassee 
Wesley S. Nock, Coral Gables 
George Williams, Jr., Miami 

Hugh G. Reaves, Sarasota 

David W. Goddard, Daytona Beach 


M. W. Emmel, D.V.M., Gainesville 
Sherman B. Forbes, Tampa 

Mr. H. A. Schroder, Jacksonville 
Webster Merritt, Jacksonville 
Lorenzo L. Parks, Jacksonville 
Edward R. Smith, Jacksonville 
B.S. Carroll, D.D.S., Jacksonville 
William P. Hixon, Pensacola 

Mr. Tracy B. Hare, Miami 
Homer L. Pearson, Jr., Miami 
Chairman 

Mrs. Idalyn Lawthon, Tampa 
Mr. R. Q. Richards, Ft. Myers 


| Mr. Fred B. Ragland, Jacksonville 


John G. Chesney, Miami 

Mrs. L. C. Conant, Fort Mvers 
Mrs. Lee Rogers, Jr., Cocoa 
Geo. F. Lull, Chicago 

Geo. F. Lull, Chicago 


| Mr. C. P. Loranz, Birmingham 


Douglas L. Cannon, Montgomery 
David Henry Poer, Atlanta 

Pat Groner, Pensacola 

Kath. B. MacInnis, Columbia, S. C. 
Sidney Smith, Raleigh, N.C. 

B. T. Beasley, Atlanta 

William Atkinson, Mobile, Ala 
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ANNUAL MEETING 
| Hollywood, Apr. 25-28, ’54 





Tallahassee, Oct. 19, ’53 

| St. Augustine, Oct. 20, ’53 

| Tampa, Oct. 21, '53 

West Palm Beach, Oct. 22, ’53 


Hollywood, Apr. 25, ’54 


»” ” 
| ” ” 
| ” ” 
| ” ” 

” ” 
| ” ” 
| ” ” 
” ” 


| Tampa, Oct., ’53 

| Hollywood, Apr. 25, ’54 
Miami, Oct. 6, ’53 

| Hollywood, Apr. 25, ’54 

| ” ” 


” ” 


Gainesville, Nov. 7, ’53 
Jacksonville, May ’54 
| Miami, Dec. 3, ’53 
| Hottywood, Apr. 25, ’54 
| Orlando, 1954 

Daytona Beach, April ’54 


| 
| Miami, Nov. ’53 
Jacksonville, Nov. 22-24, ’53 


Tampa, Nov. ’53 
| Jacksonville, May ’54 
Tampa, Oct. 22-24, ’53 


| Hollywood, Apr. 25-27, ’54 

| San Francisco, June 21-25, ’54 

| St. Louis, Dec. 1-4, 53 

| Atlanta, Oct. 26-29, ’53 
Mobile, Apr. 15-17, ’54 
Macon, May 2-5, ’54 
Atlanta, Apr. 6-8, ’54 
Atlanta, ’54 
Palm Beach, April, ’54 
Birmingham, Mar. 8-11, ’54 
Mobile, Oct.. 753 


eIn MIAMI. 
SANITARIUM 


| Medical Hospital American Plan 

i Hotel for Patients and their families. ee ‘ 
REST, CONVALESCENCE, ACUTE and SEG Falls OR ters’, 
CHRONIC MEDICAL CASES. Elderly 
People and Invalids. FREE Booklet! 


SUN-RAY PARK HEALTH RESORT 






Acres Tropical Grounds, Delicious Meals, 
Res. Physician, Grad. Nurses, Dietitian. 
Mild Mental Cases, 
Drug and Alcoholics 
in Separate Building 
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